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organizations meeting the requirements of 

the American Hospital Association, in their 
application of the insurance principle of dividing 
prepayments and spreading the risks in anticipa- 
tion of the cost of hospital service. It is our 
pleasure to present this official approbation, this 
certificate of approval to Group Hospital Service, 
Incorporated, of St. Louis. 


To: press carried the announcement of the 


I extend my congratulations to St. Louis in hav- 
ing one of the approved plans. All over the coun- 
try there are plans which our committee could 
not endorse. As a matter of fact, out of the many 
that have been inspected there are only 40 on the 
first list published today. 


This accrediting program had its beginning five 
years ago when the American Hospital Associa- 
tion adopted a set of principles to guide the for- 
mation of hospital insurance organizations. Simi- 
lar action was taken by the Catholic Hospital As- 
sociation, the American College of Surgeons, and 
the American Medical Association. 
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From these fundamental principles 14 standards 
have been developed which guide the commit- 
tee in giving approval at this time. Many of 
these are technical. Some admit of the flexibility 
desired in considering local conditions. Rather 
than discuss these 14 standards I would like to 
center my remarks around three general topics— 
adequate representation of the hospitals, the 
medical profession, and the general public. 


While this must be considered a welfare move- 
ment, we must appreciate the fact that the hos- 
pitals are making a further contribution to the 
general welfare. This is a hospital service pro- 
gram. The people look to the hospitals for the 
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things that pertain to the hospitals. Hospitals 
first and last are the publicly accepted author- 
ity on hospital service. The people expect the 
hospitals to lead any public activity that has for 
its objective hospital service. 


Hospital Service the Responsibility of Hospitals 


Hospitals alone can guarantee hospital service 
—theirs is the ultimate responsibility. Other or- 
ganizations and associations can contract for hos- 
pital service but they cannot give it—they are out- 
siders, a third party—as far as the hospital is con- 
cerned. Financial reserves are attractive but noth- 
ing equals the moral reserve, the promise of the 
participating hospitals that the subscribers will be 
taken care of whether there is any money left to 
pay the hospital or not. Only the hospitals can 
give this final guarantee compared to which every- 
thing else sinks into insignificance. The hospitals 
have initiated this movement so the public have 
the right to expect them to continue, to direct it. 


The people know the hospitals. They do not 
know the hospital insurance group as such. The 
hospitals are old friends in the community. The 
hospital insurance association is a newcomer. It 
will take it a long time to gain the acquaintance 
and the reputation the hospitals have. When the 
hospitals speak the people listen. When a hos- 
pital insurance association speaks the people in- 
vestigate. 


All of the hospitals of the community should be 
given an opportunity to participate in group hos- 
pital service. We believe all of the hospitals should 
join. While this is not a panacea for all the finan- 
cial ills to which the hospital is heir, yet it will 
help. 


During the days of our greatest prosperity half 
of the patients in the voluntary hospitals were 
free or part free. It will change the status of a 
large per cent of these to full pay. We believe a 
voluntary hospital should help itself in every rea- 
sonable way to solve the problem of the medically 
indigent before it asks a Community Chest, a gov- 
ernment agency, or anyone else to help. The com- 
mittee has refused to consider any plan where at 
least a majority of the hospitals in the city are 
not members or one in which the financial, actu- 
arial, accounting, and enrolling procedures were 
not acceptable, and the activity was not conducted 
on a dignified non-profit basis. The free choice of 
hospital for the patient means that all the hospi- 
tals should participate. 


Hospital Service Plan and the Doctor 


The doctor should cooperate. His experience, his 
professional attitude, his traditional altruism 
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make him a valuable asset. No plan should inter- 


- fere with the relations between physician and pa- 


tient, or the relations between physician and hos- 
pital, it cannot change any physician’s relations to 
any hospital or its staff. 


The doctors have an obligation to the hospital. 
Individually and collectively they have been helped 
by the hospital and by the hospital organizations. 
They have a moral obligation to help the hospitals 
when the opportunity is given them. Setting aside 
all theoretical considerations, if the hospital takes 
the position that a group hospital service plan 
will benefit the hospital, all the doctors beholden 
to the hospital should be for it. They should be 
glad to help their hospitals. There is nothing in 
the history of the relations between organized 
medicine and organized hospitals to give the doc- 
tors any reason for suspecting anything the hos- 
pital organizations endorse. There is every incen- 
tive for cooperation on the basis of mutual under- 
standing. There is no reason for fearing that the 
hospitals would do anything inimicable to the in- 
terests of their staffs. These two groups have 
grown up together and they should stay together 
to protect their common interests. Payment for 
medical care is not included in our program of 
hospital insurance, but whenever the records are 
available the doctors are collecting a higher per- 
centage of their fee from the patients who have 
their hospital bill prepaid. 


Facing the threat of socialized medicine and 
compulsory health insurance as the next step in 
social security, it behooves the doctors and the 
hospitals to present a united front. 


Hospital Service Plan and the Public 


There should be adequate representation of the 
public in the plan, for they are the most concerned. 
There is no problem for the two extremes of our 
population concerning sufficient hospital care. The 
rich can pay for it, and the poor will have it given 
to them by the charity of the organizations that 
from time immemorial have taken them in—or by 
the governmental agencies that are now concern- 
ing themselves about their well-being. The great 
middle class of self-respecting American wage- 
earners, particularly those in the lower income 
brackets, are interested in this proposition. Ordi- 
narily they are self-supporting, but they become 
medically indigent when out of work and faced 
with a large hospital bill. 


It is generally accepted that families having an 
income of less than $3,000.00 per year constitute 
this group. Well over two-thirds of the people in 
this country—93 per cent of the subscribers in 
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Cleveland—are in this income bracket; in fact, 62 
per cent in less than half of this amount. 


I will be using the Cleveland plan for illustra- 
tion because I know most about it, and because 
Cleveland is a typical American city and its popu- 
lation is a pretty good cross-section and a fairly 
reliable basis for estimates. 


Some economists raise this income figure to 
$5,000.00. But our chief concern is those in the 
low income brackets. We propose to help them 
pay their hospital bills by group hospital insur- 
ance on a purely voluntary basis. There are prom- 
inent, influential advisers of our Federal govern- 
ment who say unhesitatingly that “no power less 
than government can obtain that comprehensive 
application of the insurance principle which is 
necessary.” “There is little prospect that so long 
as the plans are on a voluntary basis that any 
large proportion of wage earners will enroll.” I 
quote from a book just off the press—Health 
Insurance, the Next Step in Social Security. 


We cannot agree with this conclusion. Eighty 
per cent of the American people have already 
adopted the insurance principle as an every day 
proposition in their lives and are paying regular 
premiums for all sorts of insurance that is less 
attractive than hospitalization. They have to die 
to win on most of their policies. Our policy re- 
stores them to health, which is the one thing above 
all else that all men want. 


About eight years ago I made a survey of vol- 


untary health insurance in Havana. Their asso- 
. Ciations provide hospitalization as well as other 
benefits, under much less desirable conditions than 
we offer. They have no free choice of physician 
or hospital. Yet practically all wage-earners are 
enrolled. So here, when we have had an oppor- 
tunity to carry this message of health to our fel- 
low. citizens I confidently expect not only the 80 
per cent who are using insurance for various pur- 
poses but practically all wage-earners will join. 


Perhaps 5,000,000 American workingmen al- 
ready have insured in social, fraternal, and in- 
dustrial organizations which assist them to pay 
their hospital bills. While their plans pay direct 
benefits to the subscriber rather than to the hos- 
pital, it is another definite acceptance of the in- 
surance principle. Besides all this, conservative 
estimates of our hospital insurance plans indi- 
cate that at least 10 per cent of the employed peo- 
ple in our country are enrolled. Thirty-two per 
cent of the employed people of Cleveland were en- 
rolled on the first of this month, and besides that 
several thousand family dependents. Our plan 
has been in operation a little more than 3 years. 
When you stop to think of the enrollment of 32 
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per cent of the employed group in an ordinary 
American city you can appreciate the almost uni- 
versal appeal and the almost unbelievable impetus 
of this drive. After 60 years of organized effort 
only 1214 per cent of employed people are in labor 
unions—A. F. of L., C. I. O., company unions and 
all. We who are in constant touch with this move- 
ment believe the American people will make the 
voluntary application of the insurance principle to 
hospitalization. They will not have to be forced to 
do so by the government. 


American People Will Take Care of Their 
Hospitalization If Given a Program 


There is another thing which makes me think 
that the government will not have to take over the 
job. A while ago we had the experience of incor- 
porating a hospital finance company—like the or- 
dinary finance company where people go to get 
money to buy an auto, an electric refrigerator, or 
what-have-you. People who have no hospital insur- 
ance come to this company to get money to pay 
their hospital bill. Before we started, our attor- 
neys made a very careful investigation; in fact 
they amassed some startling figures about loans, 
etc. This is one of them. In the entire United 
States for all purposes 28 per cent of small loans— 
around $100.00—were to pay hospital bills. To me 
that is a pretty good cross-section of the attitude 
of the American people. They will take care of 
their own hospitalization if you give them a pro- 
gram. 


We are told that all of the compulsory insurance 
in Europe began as voluntary—so we are to be 
afraid of that development here. 


First of all: Voluntary plans have not been 
supplanted in Belgium, Sweden, and Switzerland. 
In England and other conservative countries the 
voluntary hospital plans remain and are operated 
side by side with compulsory medical insurance 
laws. In fact, most of the people are enrolled in 
Friendly Societies, so-called, affiliated with the 
great insurance companies and thus provide for 
their hospital expense. We have examined the 
European plan, ancient and modern, and the old- 
est in England was established in 1357, and we 
have eliminated the features which are not appli- 
cable to America. We have profited by their ex- 
perience. We believe we have better plans here 
today than anywhere else in the world. 


We cannot agree with their conclusion, which is 
based largely on social developments in Europe. 
Conditions among the common people in America 
are much better than in any country in Europe. 
Our standard of living is much higher. Our peo- 
ple have more money to spend for the things they 
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want. They are not so dependent upon a paternal- 
tistic government. The American tradition is one 
of individual initiative and personal responsibil- 
ity. Independent of spirit and straight thinking 
on questions of public policy, self reliance, and 
ability to take care of themselves in personal mat- 
ters—these are some of the characteristics of our 
people. Americans take a different view from 
Europeans of the social philosophy of ever-en- 
larging governmental functioning. 


I have yet to find that the cause of the change © 


from voluntary to compulsory was a defect of the 
voluntary plan. The change came with the de- 
velopment of that well-known political theory 
which tends to the constantly enlarging of gov- 
ernmental functioning—to that social philosophy 
that takes away from the citizens and confers on 
the state activities which belong to the people. 


We do not agree that such is the American ideal 
of hospital service. 


Compulsory Government Insurance 


What will be the effect of compulsory govern- 
ment insurance on the voluntary hospitals? The 
statement is made in the very beginning—I quote 
from the same authority—‘“that when the gov- 
ernment starts providing adequate care to the 
mass of the population an insufficiency of hospi- 
tal facilities will be discovered.” This is exactly 
what the government said to us through the Vet- 
erans’ Bureau Administration, with thousands of 
empty beds available in the voluntary hospitals, 
and offered to them at a cost much less than they 
could possibly provide a comparable service, and 
with much less inconvenience to patients and their 
relatives. Under the pretext of taking care of 
disabled soldiers the government has filled the 
land with hospitals and has filled those hospitals 
with patients, 85 per cent of whom have no serv- 
ice connected disabilities whatsoever. The gov- 
ernment is in hospital work pretty largely al- 
ready; 96 per cent of mental patients are in gov- 
ernment hospitals, 80 per cent of tuberculosis pa- 
tients, and approximately half of all patient day 
service in general hospitals is given in government 
beds. 


With compulsory government insurance there 
will be another building program started. Until 
government facilities are provided, or until the 
voluntary hospitals are taken over by the govern- 
ment, payments will probably be made to them 
at a rate determined by the cost of the service to 
the government hospitals. We who tried for years 
to find out what it costs to take care of a patient 
in the Veterans’ Bureau Hospitals have come to 
the conclusion that no one knows! 


A large part of the revenue would come from 
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the government, and voluntary hospitals will come 


under an increasing measure of governmental su- 


pervision to determine the character and stand- 
ard of service. This compulsory insurance pro- 
gram is for the great majority of your patients. 
The government practically controls the care of 
the indigent through local appropriations and sub- 
sidies. The remaining voluntary hospitals will 
have very few potential patients left. Shall the 
system of voluntary hospitals pass out with the 
adoption of compulsory health insurance—“the 
next step in social security ?” 


Our voluntary hospitals are among the best in 
the world. They have been built and maintained 
by our people as unofficial community activities. 
They represent the finest expression of civic spirit 
of a great nation. They are making a magnificent 
contribution to the general welfare by the high 
quality of service rendered to millions of Ameri- 
can citizens but also in the educational activity 
which furnishes us with so large a part of our 
nurses and doctors. To lose the inspiration that 
has given all this to America would be stifling our 
public spirit. 


Adequate Representation of the Public 


The adequate representation of the public 
should include the business man, the industrialist, 
the banker, the laboring man—all who are inter- 
ested in keeping down taxes. In Cleveland we have 
1,500 separate employers who have enrolled their 
employees, who are cooperating in payroll deduc- 
tions and every possible way to encourage the 
plan. And why not? Consider the great bene- 
fits indirectly in (1) great efficiency with hos- 
pital service not postponed because of costs but 
given when needed; (2) greater contentment of 
well men and less susceptibility to agitation; (3) 
no “carrying in” of injuries that must be taken 
care of by the industrial commission with a rais- 
ing of rate for classification, and most of all, 
heading off “the next step in social security” 
which will cost a lot of money. In old age pensions, 
in unemployment insurance, in workingmen’s com- 
pensation you have to meet a payroll tax. In addi- 
tion to that you will have to pay your share of the 
general taxes for this purpose. 


You can save yourselves that amount on gov- 
ernment health insurance by assisting in the de- 
velopment of voluntary hospital insurance where- 
in the subscriber, your employee, pays all. The 
employers have the big stake. Your organized 
influence should be united behind this movement. 
Your Chamber of Commerce, Merchants’ Associa- 
tion—all to preserve the American tradition of 
hospital service, the self-respect of the American 
people—the finest expression of their civic spirit. 
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Hospital Care Insurance from the Employer's 
Viewpoint 


JOHN JAY ABBOTT, Chicago 


ance because of what it means to working men 

and women generally, and because of what it 
means to employees of the Continental Illinois 
Bank in particular. Any serious problem of em- 
ployees’ health is a serious problem of manage- 
ment. Any management knows—it has for a long 
time been recognized—that bills incurred through 
ill health are hard to meet. 


FIND myself interested in hospital care insur- 


For a long time the phrase “high cost of medi- 
cai and hospital care” has been current. Yet one 
wonders whether the amount of money spent for 
medical and hospital care in any one year warrants 
the implications of that phrase. An analysis of 
the amount of money spent by American families 
of moderate means for radios, cars, refrigerators, 
and other comforts will indicate clearly that the 
average family might, without too much hardship, 
set aside enough for medical and hospital care. 
Further study will make it clear that the amount 
of the hospital bill, for instance, is distinctly not 
the only difficulty. Of equal importance is the 
unexpectedness of such bills. 


Peculiarities of Medical and Hospital Bills 


Let us examine the peculiarities of medical and 
hospital bills. 


When the individual or the family of moderate 
means buys a radio or a car, consideration is given 
to whether the income of the family will bear the 
expense involved. It is found that these products 
may be purchased on convenient monthly terms, 
and if the family budget will stand the load, it may 
be decided that the purchase will be made. The 
budget will then be readjusted to the purchase, 
but the point is that the budget will be kept in 
line. Moreover, the purchase was made after 
careful consideration of the expenditure, arid it 
was a voluntary decision. 


Medical and hospital bills do not come that way. 
People do not plan to be sick or disabled. Almost 
invariably hospital expense results from a sudden 
or critical emergency. Other extraordinary ex- 
penses follow in the train of the hospital bill. 
There is the physician’s bill and extra household 
expenses. And frequently when sickness falls 





Presented at the Plan for Hospital Care luncheon, Palmer 
House, Chicago, April 18, 1938. 
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upon income-producing members of the family, 
that income may be greatly decreased or shut off 
entirely. By their very nature, I believe hospital 
bills adapt themselves to insurance principles, and 
it was to meet this need that plans for hospital 
care were developed. Chicago is one of forty 
cities fortunate in having available a fully estab- 
lished not-for-profit plan for hospital care, organ- 
ized as a community-wide cooperative, and such a 
plan makes available early benefits in excess of the 
amount of premium payments paid up to the time 
of hospitalization. 


In the interest of maintaining the lowest ad- 
ministrative costs, it has been essential to make 
benefits available only through the cooperation of 
employers. Many of you represent top manage- 
ment in some of our leading businesses, and in 
that capacity, there are several things that you 
would naturally want to know about such a plan 
before deciding whether or not it should be made 
available to your employees. Let me cite briefly 
the major points on which we satisfied ourselves 
before offering the plan to our people. 


Investigating the Actuarial Soundness of Plans 


Are hospital insurance plans sound from an 
actuarial point of view? It is our feeling that 


they are, although until a few years ago, when | 


basic data regarding hospital care required by the 
public began to be accumulated, the case might 
have been difficult to prove. To begin with, for 
many years the American Medical Association has 
compiled national statistics on the incidence of 
hospitalization. Within the last five years, these 
have been supplemented by the actual experience 
of forty hospital plans embracing today 1,600,000 
members. From the broad base provided by these 
combined statistics has come the conclusion that 
the average use of general hospital services in the 
United States is about eight-tenths of a day per 
person per year. That is to say, any of us is apt 
to spend eight days out of ten years in the hos- 
pital. The average period of hospitalization is ten 


15 






; 
| 




















days. With such information to determine poten- 
tial liabilities, the rates for hospital insurance, 
while certainly not high for the individual, have 
been set high enough to provide for 1.1 days per 
member year, apparently an ample reserve after 
costs of administration. The Chicago Plan, al- 
though organized on a not-for-profit basis, is cur- 
rently reviewed by the State Department of In- 
surance and as shown in the Plan’s January, 1938, 
certified report, its reserves are in excess of the 
requirements of the State Department of Insur- 
ance. 


Increasing Employee Efficiency 


Probably the next point in order of importance 
is the significance of these plans to employers. 
All of us have given considerable attention in the 
past to lighting, ventilation, equipment, medical 
attention, and other features bearing upon em- 
ployee efficiency. In many cases, we have even 
recognized the obligation of management to assist 
the employee where possible in his financial prob- 
lems, feeling that an employee who is free of 
financial worries is sure to be a more effective em- 
ployee. This matter of the hospital bill could 
well afford to have further management attention. 


When an employee is in ill health and needs 
hospital care, he may hide his condition as long as 
he dares, or stay on the job with increasing in- 
efficiency until his condition is discovered. If it 
be a member of his family who is in need of hos- 
pital care, he may be as worried as he would be 
about himself. The fear of cost is a worry to him 
—and one need not elaborate on what this does to 
his effectiveness as a worker. 


Many companies have made generous loans to 
their employees for hospitalization and incidental 
expenses. This is good, but hospital insurance 
relieves us of this burden (if it has been a burden) 
and may increase our ability to extend help to 
employees in other worthy directions. 


What does it cost an employer to offer Plan for 
Hospital Care to his employees? It costs virtually 
nothing—the employer makes no money contribu- 
tion to the Plan; the only expense being the 
nominal one of setting up payroll deductions and 
arranging remittances to the association. 


Granting of Payroll Deductions 


This brings us to a question which has been fre- 








quently asked: “Why should we grant payroll de- 


- ductions to our employees for this purpose?” The 


best answer is that such cooperation by manage- 
ment enables the plan to operate with the most 
economy; and, the lower the administrative costs 
are kept, the greater the benefits that may be 
extended to members. The payroll deduction 
makes for economical operation of the plan in 
that a myriad of small bills are collected as though 
they were a few large bills, and (important) are 
collected promptly. You are all familiar with the 
discounts for prompt payments allowed on bills 
for light, heat, and small items of household use. 


Payroll deduction for this purpose is a real con- 
venience for most employees. Without it, they 
would have to go to the office of the association 
and pay cash, or purchase and mail drafts or 
money orders. Very few have checking accounts 
at banks. 


Plan for Hospital Care makes a particularly 
strong appeal to mature employees with family 
responsibilities ;—employees who constitute a sea- 
soned, highly reliable, provident group in any 
organization—a type of individuals who certainly 
deserves the additional feeling of security offered 
by hospital insurance, and the cooperative support 
of the employer. 


In the Continental Illinois Bank, our enrollment 
experience has been as follows: at the first offer- 
ing of the opportunity to our employees, about 35 
per cent joined the plan. Six months later, an- 
other 15 per cent came in, and we are now arrang- 
ing for a third enrollment opportunity. It has 
been made plain to our employees that enrollment 
was to be an entirely voluntary matter with them. 


What I have said is by no means a complete 
“coverage” but I have indicated some of the im- 
portant points on which we satisfied ourselves. 
Our employee members have been consistently 
satisfied with the plan and those who have re- 
ceived hospital care, under its provisions, have 
nothing but high commendation for it. Such 
members, of course, are invaluable in helping the 
plan sell itself within an organization. We are 
confident that it will improve the health and work- 
ing effectiveness of our employees. We think it is 
an important step in the progress of industrial re- 
lations and personnel administration, and have 
been happy to introduce it in the Continental 
Illinois Bank. 
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Regulations and Statutes Pertaining 






to the Autopsy 


OSCAR T. SCHULTZ, M.D., Chicago 


HAT must be done with the human body 
WY ite: death and what may be done to it 

are governed in part by the English com- 
mon law as it has been incorporated into our own 
legal system and as it has been interpreted by 
court decisions; in part by specific statutes; and 
in part by the rules and regulations of govern- 
mental agencies, such as boards of health and bu- 
reaus of vital statistics. Prescribing what is nec- 
essary to be done and what is permissible is a 
function of the several states. Federal regula- 
tions enter into consideration only in relation to 
quarantine, immigration, and interstate transpor- 
tation requirements. 


The legal disposition of the dead human body 
bears a relation to postmortem examination, to 
the extent that the right to grant permission for 
necropsy may be influenced by the acceptance by 
a survivor of the responsibility for legal disposi- 
tion of the body. The usual modes of disposal 
prescribed and permitted by law are burial and 
cremation. Each requires the filing of an accept- 
able certificate of death and the issuance of a 
disposal permit. In addition, in most states cre- 
mation requires specific authorization by the cor- 
oner, the medical examiner, or some other gov- 
ernmental agency. 


Custody of the dead human body is a right, 
based in general on nearness of kinship; disposal 
is a responsibility of the custodian. If a dead 
body is unclaimed, the responsibility for disposal 
falls upon an official of the county or other gov- 
ernmental unit. However, in many states so-called 
anatomic acts have been put into effect. Such acts 
make an anatomic board the custodian of un- 
claimed bodies and provide for their disposition 
for purposes of anatomic study. 


Consent for Necropsy 


No property right exists in the dead human 
body. There can therefore be no allegation of 
violation of property rights if a postmortem ex- 
amination is made or organs removed. The only 
right in the dead human body is that of custody 
for the purpose of legal disposition. The body to 
which he who exercises the right of custody is en- 
titled is that of a deceased person without mutila- 
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tion* and in the state it was in at the time that 
death supervened. 


If a dead human body, without permission is 
“hacked, hewed and mutilated” by the perform- 
ance of an autopsy, the latter is unauthorized. 
For such an autopsy and the resulting invasion of 
the rights of the custodian of the body, legal re- 
dress may be had. The nature of this redress will 
be discussed later. Strict interpretation of the 
rule that the body must’ be in the state it was in 
at the time of death, except for changes caused 
by unavoidable natural causes, would appear to 
prohibit the removal of even superficial tissues 
for the purpose of microscopic examination and 
diagnosis or the postmortem removal of a fung- 
ating external tumor, whose removal certainly 
could not be considered mutilating. 


Who May Grant Consent 


In most of the states the right to grant per- 
mission for necropsy is governed by the common 
law and not by statute. In general, the person 
who may grant such permission is the one who is 
entitled to custody of the body. The right of 
custody too is guided by the principles of the com- 
mon law and is based upon nearness of kinship. 


The relative rights of kin in the postmortem 
custody of a dead body follow the following order: 
(1) the surviving spouse, except when the couple 
have not been living together before death, al- 
though not legally divorced, (2) children of the 
deceased, (3) parents of the deceased, (4) 
brothers and sisters of the deceased, (5) uncles 
and aunts, (6) other kin in the order of their 
closeness of consanguinity to the deceased. 





*I use this word “mutilation,” not because I like it, but be- 
cause it is a favorite with learned judges, who make it almost 
synonomous with “postmortem examination.” am sure no 
right-thinking pathologist has any feeling that he is mutilating 
a body when he performs a necropsy. But the judicial mind 
has a different viewpoint, as is evident in the opinion of the 
jurist who referred to a necropsied body as “a hacked, hewed 
and mutilated corpse.” 
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In several of the groups named, such as chil- 
dren, siblings, or uncles and aunts of the de- 
ceased, there may be two or more equally entitled 
to custody of the body. The question arises 
whether all of such a group must give consent for 
the performance of an autopsy. Under such cir- 
cumstances preference would be given to the sur- 
viving relative who actually accepts custody of the 
body and assumes the responsibility for burial. 
The relative who is present in the community in 
which death occurred should receive preference 
over a relative of an equal degree of kinship re- 
siding at a distance. One who has attained his 
legal majority takes precedence over a minor. The 
consent of a minor, even when the latter is the 
only surviving kin, would appear to be illegal. 
According to Woodward? even the acceptance of 
custody of the dead body by a minor requires the 
authorization of a duly appointed guardian. 


When controversy over giving permission for 
necropsy arises among the members of a group 
of equal kinship, it is probably not wise to accept 
the consent of a member of the group who is will- 
ing to give it. Although such survivor might ac- 
cept custody of the body and assume the entire 
responsibility for burial and although under such 
circumstances his right to grant permission for 
necropsy might be upheld later by the courts, the 
hospital administration in the meantime would be 
subjected to the annoyance and expense of de- 
fending a lawsuit brought by a dissenting relative. 
In a recent instance of this character, a son, who 
was to have the custody of the body of his de- 
ceased father, gave permission for postmortem ex- 
amination. Later a daughter of the deceased and 
sister of the son, who resided in a distant city 
and was not present at the time of death, brought 
suit against the hospital, alleging that the autopsy 
was unauthorized because she had not given con- 
sent. The suit was settled out of court, hence 
there was no recorded judicial decision. 


If there are no known relatives custody of the 
body and responsibility for its disposal may be 
accepted by a friend or lodge or similar organiza- 
tion. Such a “casual custodian of a dead body 
has no authority to mutilate or to consent to its 
mutilation” (Woodward, |. c.). He would be re- 
quired to surrender the body on demand to a rela- 
tive who might appear. If the casual custodian had 
permitted a necropsy to be done, a kinsman who 
appeared later might bring legal action against 
the hospital and the casual custodian. In such a 
case the good faith of the hospital in attempting 
to locate relatives would probably weigh heavily 
with the court. 





tWoodward, W. C.: Authorization of Physical Examinations, 
Treatment, Operations and Autopsies. J. A. M. A., 106-33, Jan. 
4, 1936. 
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Up to 1929, Anatomical Acts had been adopted 
by all the states except Arizona, Delaware, Flor- 
ida, Idaho, Louisiana, Maryland, Montana, New 
Mexico, Nevada, and Rhode Island.t In each 
state the act is administered by an appointive 
board, upon which the medical schools of the state 
are usually represented. The purpose of Anatom- 
ical Acts is in general much the same in all the 
states. This purpose is to receive unclaimed dead 
bodies and to apportion them to medical and den- 
tal schools and other institutions and individuals 
authorized to make use of dead bodies for dis- 
section and study. 


We are concerned with anatomical boards only 
to the extent that such boards become the legal 
custodians of certain dead bodies and may there- 
fore give permission for necropsy. Since a period 
of 24 to 48 or more hours must elapse before the 
anatomical board may take custody, the power of 
the board to grant permission for autopsy is of 
little practical benefit in the matter of obtaining 
autopsies. Furthermore, the boards usually pre- 
fer for anatomic dissection and teaching bodies 
that have not been necropsied. In cases of rare 
and unusual disease, in which postmortem exam- 
ination may add greatly to knowledge, it is well 
to bear in mind that the anatomical board may 
help out with permission for necropsy. 


Coroners and Medical Examiners 


Consent of a surviving relative is not necessary 
for postmortem examination by a coroner, medi- 
cal examiner or other officials who may perform 
similar functions in some of the states. The rights 
of government supersede those of the individual 
in those instances requiring action by such offi- 
cials. The duties of coroners and medical exam- 
iners are defined by statute. The circumstances 
under which they may perform or may be re- 
quired to perform necropsies are also defined by 
statute, clearly and definitely in the newer acts 
relating to medical examiners and often unclearly 
and indefinitely in the statutes relating to cor- 
oners. The right of such officials to make post- 
mortem examination is not an absolute one. The 
physician who performs an autopsy upon the or- 
der of a coroner in a case in which the latter has 
no jurisdiction is equally liable with the coroner 
in a suit for damages. 


Testamentary Disposal of the Body 


Whether one has the right to dispose of one’s 
own body by will has been decided differently in 
different states by the higher courts. In those 





tWeinmann, George H.: A Survey of Law Concerning Dead 
Human Bodies. Bull. No. 73. National Research Council, Wash- 
ington, D. C., 1929. 
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states in which testamentary disposition of the 
body has been held permissible, it would seem 
that the testator would also have the right to per- 
mit or require the performance of an autopsy. 
After reviewing various court decisions, Wein- 
mann (1. c.) concludes that “it would seem clear 
that one could dispose of his body by will, sale, 
or other means,” if the sense of public decency is 
not offended or the public health menaced. 


Form of Consent for Necropsy 


The. necropsies in which the hospital and its 
administrators and medical staff are most inter- 
ested are those in which the consent of a survivor 
is necessary. Written consent is required by stat- 
ute only in Connecticut. In all other states verbal 
authorization is legal. As a matter of protection 
most hospitals require that the permission for 
autopsy be in writing. 


Such written consent need not be in any speci- 
fied form. Perhaps the simplest form of written 
come Heede ae Tommaso NE, on ok ciate nises ; 
bearing the relation of ......... OP iss eek es ; 
a deceased patient in ................ Hospital, 
hereby give my consent to the authorities of 
« HS SRK Aa ie Kes Hospital to do a postmortem 
examination of his/her remains.”’ There is space 
for the signature of the consenting person, the 
signature of one or more witnesses, and the date. 
Such a permit is authorization for a complete 
necropsy if no restrictions or limitations have 
been written into the form. The printed form 
may specifically prohibit or authorize a particular 
examination, such as of the head. The objection 
to the inclusion of printed limitations or authori- 
zations is that they suggest restrictions which 
otherwise might not have received consideration. 
In suggesting the elimination of unnecessary de- 
tails from the permit form, I am not advocating 
the practice of deception. Using such a simple 
permit as that quoted above, it has been my cus- 
tom not to examine the head unless I am assured 
by the intern, or physician who obtained permis- 
sion that the signer had been made to understand 
that it is desired to examine the brain. Such 
permission seems to be easier to obtain if it is not 
put in cold type. 


Woodward (1. c.) has suggested a much more 
detailed form which grants consent for necropsy, 
authorizes the presence of others than the patholo- 
gist, provides a statement that the signer is the 
nearest of kin, defines the degree of completeness 
of the autopsy, and authorizes the removal and 
retention of organs or tissues necessary for fur- 
ther study. Such a form seems to cover in ad- 
vance all possible contingencies. It may be 
doubted that such a document will be read by the 
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survivor who must sign it, and in that respect 
such a form may be as deceptive as a simpler one. 


The emotional state which exists at the time 
that permission for necropsy must be granted 
often makes difficult the obtaining of such per- 
mission. The next of kin may be quite willing 
that a postmortem examination be made. He may, 
in fact, actually desire it, but he balks at affixing 
his signature to a permit. He may consider the 
act of signing a cold blooded procedure; or he 
may fear the criticism of more distant relatives. 
This difficulty of obtaining a signature at a time 
of great emotional stress has been overcome by 
one of the leading teaching hospitals by the simple 
expedient of not requiring a sorrowing relative to 
sign anything. The consent for autopsy is ob- 
tained verbally by the physician in the presence 
of a witness. The printed form stating that ver- 
bal permission has been given is signed by the 
physician and the witness. The advantages of 
such a form of consent will be discussed by one 
of the other contributors to this series of articles. 


Penalty for Performance of Unauthorized 
Necropsy 


Since the dead human body is not property in 
the legal sense and has no intrinsic monetary 
value, a claim of property damage cannot arise 
out of the performance of an unauthorized au- 
topsy. What is involved is the right of the legal 
custodian to the body in the condition it was in 
at the time of death. It is the person entitled to 
custody of the body who must seek redress by a 
civil action if a necropsy has been done without 
consent. His claim must be based upon injury or 
damage to himself through interference with his 
right of custody. In most of the states the dam- 
ages which may be assessed depend upon the men- 
tal pain and anguish that the plaintiff claims to 
have suffered. In those states that recognize the 
doctrine of mental pain and anguish, and this 
includes most of the states, the sum awarded as 
damages may be considerable. In jurisdictions 
where the doctrine of mental pain and anguish 
is not recognized, the damages would be merely 
nominal. However, in such states exemplary or 
punitive damages may be allowed, the amount of 
the award being thereby increased. 


Probably very few necropsies that are in fact 
unauthorized are done in the first class hospitals 
of this country. Practically all insist upon writ- 
ten consent as a matter of protection and are 
zealous in the observance of the rights of sur- 
viving relatives. In the majority of instances 
when legal controversy arises it is usually based 
upon the allegation that the signer of the necropsy 
permit did not know what he or she was signing, 
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or that fraud or misrepresentation was used in 
obtaining consent, or that the rights of a survivor 


have been interfered with, although a relative of | 


equal degree of kinship may have granted per- 
mission, or that restrictions were disregarded, or 
that organs were retained and improperly dis- 
posed. 


Restrictions 


Some of these allegations deserve considera- 
tion. In the zeal to obtain permission for ne- 
cropsy the intern or attending physician may 
promise that “only a small cut” will be made or 
that the incision will be limited to the chest or 
abdomen. If such restriction is not entered upon 
the permit form the pathologist naturally pro- 
ceeds with a complete autopsy. A cause for legal 
action probably arises from such failure to com- 
ply with a promised verbal restriction. When 
any restriction is made by the survivor or prom- 
ised by the physician the pathologist should be 
notified. 


Onlookers 


May witnesses attend an autopsy? In some 
states the coroner is required to have present one 
or more witnesses. Certainly he or a medical 
examiner may exclude all witnesses other than 
those required by law. If the autopsy is done to 
determine the validity of a claim for insurance or 
workmen’s compensation, the beneficiary may de- 
mand that he be represented by a physician or 
pathologist of his own selection. But whether, 
in the usual permission necropsy, as done in most 
good hospitals, onlookers may be present or must 
be excluded, has apparently never been deter- 
mined by a higher court. Certainly one of the 
most important features of postmortem examina- 
tion is its teaching value to nurses, interns, and 
attending physicians. 


Some complicated legal technicalities seem to 
be involved in this question of the presence of 
onlookers. Some courts have held that the right 
of privacy dies with the individual; other courts 
have denied such a ruling. The question of men- 
tal pain and anguish suffered by the survivor also 
enters. It has been held that the improper use 
of photographs of the dead is ground for legal 
action. Weinmann (Il. c., p. 91) has expressed 
the following opinion upon this matter of permit- 
ting visitors at a postmortem examination: “It 
would appear that if the conduct of a person who 
introduces total strangers into an autopsy room 
is of such a character to arouse a feeling of re- 
pulsion toward the perpetrator of the act on the 
part of the next of kin or other relatives or 
friends; if such action would tend to subject the 
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relatives or kindred to ridicule or unpleasant no- 
toriety ; or if such act would be reasonably certain 
to shock the sensibilities of any person, it would 
seem reasonably certain that such an act would 
render the person guilty of it liable in an action 
for damages.” This opinion takes into account 
psychologic reactions on the part of onlookers and 
relatives that the pathologist cannot foretell or 
control. It goes without saying that an autopsy 
should be conducted with decorum and with 
proper respect for the dead and for the feelings 
of relatives and onlookers. 


Removal and Retention of Organs 


Courts have repeatedly held that consent for 
necropsy does not of itself grant permission for 
retention of organs removed from the body in the 
course of postmortem examination. Even coro- 
ners and medical examiners are restricted in the 
retention of organs or tissues to such as may be 
necessary to establish the cause of death. The 
right to keep material for the establishment of a 
diagnosis gives the pathologist wide leeway, but 
it must be admitted that the retaining of organs 
for class or staff demonstration or for museum 
preparations goes somewhat beyond the limits 
permissible under the common law. 


The removal of organs may be readily covered 
by a simple brief statement in the written con- 
sent for autopsy. The form suggested by Wood- 
ward (lI. c.) contains the following provision: 
“Such parts of the body may be removed as may 
be necessary for study subsequent to the autopsy 
as in the judgment of the physician by whom it 
is performed may be necessary to accomplish its 
purpose.” 


Into this matter the doctrine of mental pain and 
anguish again enters. Consent for necropsy hav- 
ing been given, the survivor who learns later that 
organs have been disposed of by incineration or 
have been made into museum preparations which 
are kept on display may allege that he has thereby 
suffered pain and anguish of mind. 


Disposal of Surgically Removed Parts 


The question as to the disposal of organs re- 
moved at autopsy enters also into the disposal of 
parts of the body removed from the living person 
by surgical operation. In some hospitals there 
sometimes arises intramural debate whether sur- 
gical specimens belong to the surgeon, the pa- 
thologist, or the hospital. Such material belongs 
to none of these. Under the common law the pa- 
tient has the right to determine the disposal of 
surgically removed parts of the body. In some 
states this right has been enacted into definite 
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statute law, which, strictly interpreted, might re- 
quire a transportation permit before a surgical 
specimen could be sent out of the state for patho- 
logic examination. 


The provisions of both the common and statute 
law relative to the disposal of removed parts of 
the living body appear to have applied originally 
to amputated limbs. It is a far cry from a lower 
extremity amputated at the hip to a pair of re- 
moved tonsils, but the same basic principle would 
appear to apply to the disposal of each. The hos- 
pital can readily protect itself against possible 
litigation by including in the operation permit a 
brief statement to the effect that the hospital shall 
have the disposal of anything removed at the op- 
eration. The hospital would then be in a position 
to settle any disputes that might arise between 
surgeon and pathologist. 


Stillbirths 


For the stillborn infant that has reached the 
prescribed period of uterogestation a certificate 
of stillbirth is necessary and a permit for the dis- 
posal of the body must be obtained. It would, 
therefore, appear that consent is necessary for 
the performance of an autopsy on a stillborn 
infant. If disposal of the body is made to the 
hospital, which is permissible under some board 
of health regulations, permission for necropsy 
should not be necessary. 


Liability of the Pathologist 


In most hospitals the pathologist is on a part- 
time or full-time salaried basis. He stands in the 
relation of agent, employee, or servant of the 
employing hospital. Determination of the authen- 
ticity or correctness of the permission for ne- 
cropsy should be the function and duty of the 
hospital administration. The pathologist per- 
forms the necropsy, not upon any authorization 
made to him by the custodian of the body, but 
upon the order of the hospital. What then is the 
pathologist’s liability if litigation arises from any 
of the possibilities discussed above? 


Under the common law the hospital and the 
pathologist would be jointly and severally liable. 
A judgment, if obtained, would lie against both. 
The plaintiff would probably attempt to satisfy 
the judgment from the property of either hos- 
pital or pathologist, depending upon which seemed 
to offer the better point of attack. 


If the hospital is one which cannot be sued or 
held responsible for the acts of its agents or serv- 
ants, the pathologist alone would be liable for 
such judgment as might be obtained. This seems 
unfair to the pathologist who performs an au- 
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topsy upon the command or order of the hospital. 
“It is to be assumed, of course, that in any case 
in which a salaried pathologist in a hospital has 
been compelled to pay damages because of an un- 
authorized autopsy, when the fault rests with 
some other employee of the hospital through 
whose ignorance or neglect a void consent was 
obtained, the hospital will come to the patholo- 
gist’s relief, even though it may not be under any 
legal liability to do so. There is certainly a moral 
obligation on the part of the hospital in such a 
case.”’** 


Summary 


Except in those instances in which the coroner 
or medical examiner is authorized or required by 
statute to make a postmortem examination of the 
dead human body, such examination requires con- 
sent. 


Such consent need not be in writing, except in 
the state of Connecticut. Most hospitals require 
written consent as a matter of protection against 
claims for damages. The written consent need 
not be in any prescribed form. It should be as 
simple as is consistent with the achievement of 
its purpose. The pathologist who performs an 
autopsy outside the hospital at the request of a 
physician or of the family should insist upon 
written consent. 


Consent for necropsy must be given by the next 
of kin, who is the legal custodian of the body and 
responsible for its proper disposal. 


There is no property right in the dead human 
body. The performance of an autopsy without 
permission of the legal custodian is an invasion 
of the latter’s right to possession of the body in 
the state it was in at the time of death. 


Interference with the right of custody by the 
performance of an autopsy without permission 
renders the hospital and/or pathologist liable to a 
civil suit for damages. The amount of damages 
awarded is usually based upon the degree of men- 
tal anguish and pain that the complainant is sup- 
posed to have suffered. In those jurisdictions 
where the doctrine of mental pain and anguish 
is not recognized, the award for damages is nom- 
inal unless exemplary or punitive damages are 
added. 


Probably very few unauthorized autopsies are 
done in the better hospitals of this country. When 
litigation arises it is not because an autopsy has 
been done without permission, but over some 
other allegation, such as improper disposal or 


**W. C. Woodward, Director, Bureau of Legal Medicine and 
Legislation, A. M. A. Personal communication. 
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illegal retention of organs, failure to observe 
verbal restrictions of which the pathologist is not 
cognizant, or the granting of permission by one 
not entitled to the custody of the body. Most of 
such possible difficulties can be prevented by 
proper wording of the autopsy consent form. 


Although in most hospitals the pathologist is 
a salaried agent or employee of the hospital and 
makes postmortem examinations upon order of 
the hospital administration, he is jointly liable 
with the hospital for any damages which may be 
awarded in connection with the performance of 





an autopsy. If the hospital is one which cannot 
be sued and cannot be held responsible for the 
acts of its agents or employees, the pathologist 
is solely liable, even if the autopsy has been or- 
dered to be done by the hospital administration. 


Under the common law, and in some states by 
statute law, the patient has the right to specify the 
disposal that is to be made of parts or organs re- 
moved surgically. Possible litigation can be pre- 
vented by including in the permit for operation a 
statement to the effect that the hospital shall dis- 
pose of any tissues or parts removed. 





An Administrator's Creed 


The value of a creed or other ritualistic pro- 
cedure is in direct proportion to the sincerity of 
the individual who creates or subscribes to such 
creed and for this reason it is wise before giving 
too much consideration to some inspiring phrase- 
ology to really consider how the carefully chosen 
words are applied in practice. 


The following resolution, however, seems 
worthy of consideration in that it was created by 
a hospital administrator some 15 years ago, 
shortly after entering the hospital field. After 
this period of time the administrator still feels 
that if he had to redraw the resolution he would 
make very little change, other than perhaps in 
phraseology. It is his firm conviction that the 
practical daily application of the creed has been 
of tremendous value to him. 


This is the first time the resolution has left his 
pocket wallet since its creation, being one of the 
little secrets that he has kept for his own consola- 
tion at times when he felt that a certain amount 
of guidance was necessary. 


RESOLVED: 


THAT while in the services of this HOSPITAL 
my every effort will be devoted to maintaining and 
if possible increasing its STANDARDS and at all 
times upholding its TRADITIONS. 


BY giving to the community whom we serve 
the highest possible form of hospitalization for 
every dollar we receive by spending that dollar in 
the best possible way. 


BY dispensing the authority that has been 
given me with honesty and justice, being at all 
times completely unmindful of parties, creeds, 
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politics, and friendships when making decisions 
and unafraid to meet the criticisms of misunder- 
standing people over my decisions. 


BY believing that each member of the staff is as. 
valuable in his or her particular sphere as another 
and endeavoring at all times to maintain a strong 
bond of cooperation and friendship with each and. 
everyone for the advancement of our work with 
the hope of obtaining a service that cannot be: 
valued in dollars and cents. 


BY diligent study of the advancements in my 
chosen field and by bringing to the attention of 
the governing body all matters upon which they 
should be versed, presenting my reports to them 
without bias or pomp. 


BY expecting at all times the full support of 
the governing body, staff, and associates and real- 
izing that without such support nothing worth 
while can be attained and the first time I realize. 
that I have lost the confidence of those whom I 
serve I will have the grace to resign from my 
duties before the work which we are trying to. 
accomplish is impeded. 


BY keeping young and broadminded in my work 
and attempting to create an example which others. 
will find pleasure in following. 


BY being firm without being unfair, by being 
kind without catering, by keeping my disappoint- 
ments within the walls of my office and governing’ 
my temper with a rod of iron. 


BY ALWAYS REMEMBERING THAT MY 
FIRST GREAT DUTY IS TO SERVE THE SICK. 
AND THE SUFFERING. 
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A Presentation of Some Facts and Existing Needs 
in the Hospitals of Pennsylvania 


Address of the President 
MARY B. MILLER, Pittsburgh 


AY I express again my appreciation of 
the honor conferred upon me in being 
selected to serve as your president. 


First, I should like to acknowledge that insofar 
as the business activities of the Association were 
concerned, the heavy burden of the work was car- 
ried by your Executive Secretary, Harold T. 
Prentzel, and the Assistant Executive Secretary, 
S. Hawley Armstrong. 


The executive secretary is required to give 
many hours each day to the business of the Asso- 
ciation, which includes the publishing of the 
Bulletin. We all enjoy the valuable information 
and interesting items appearing in our official pub- 
lication, but do we all assume the kind of respon- 
sibility that will guarantee its success, by send- 
ing in articles for publication? It hardly seems 
fair for one person to have all the work and worry 
concerning this important phase of the Associa- 
tion’s activities. 

Legislation 

For a year, not considered as a legislative one, 
the legislative committee has been constantly con- 
fronted with new laws affecting all the hospitals. 
Foremost among these were the two acts known 
as the Forty-four Hour Laws. Major Roger A. 
Greene, chairman of the Legislative Committee, 
kept in close touch with the Department of Labor, 
and in turn kept the hospitals informed concern- 
ing temporary exemptions. 


The Forty-four Hour Laws mentioned, which 
have recently been declared unconstitutional, con- 
cerned every hospital and charitable institution in 
the state. This common problem called for our 
united best thinking and planning. It brought our 
hospital trustees and administrators closer to- 
gether and impressed upon us that the members 
of our boards of trustees are greatly needed in 
the association. It demonstrated that the non- 
member hospitals derived great benefits, at the 
same time, A. R. Hazzard, chairman of the 
Membership Committee, was making every effort 
to impress all the hospitals that membership in 
the association was a matter of urgent necessity. 


Publicity 
The Publicity and Public Relations Committee 


of which Mark H. Eichenlaub is chairman, has 
constantly kept before the public the ever-chang- 
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ing conditions and situations of hospitals and their 
service to the sick. We need more local, state- 
wide, and national publicity. 


The Council on Policies and Administrative 
Practice, which was formed upon the recommen- 
dation of Dr. Allen Jackson in his presidential ad- 
dress, has considered many important problems. 
Dr. Doane will present a full report of the work 
of the committee for the past year. 


Jessie Turnbull, chairman of the Program 
Committee, has prepared a program of interest, 
covering many of the major phases of hospital 
activities. 


All the other committees have diligently served 
the Association. Many individuals in the mem- 
bership have rendered service of great value 
throughout the year. 


All hospitals are desirous of meeting higher 
standards. Very few standards remain fixed, yet 
it seems that so many obstacles are placed in our 
way in trying to serve the sick and needs of the 
community. Many cooperating organizations and 
boards do not always appear to change their past 
policies in order to meet the need of the times. 
Efforts in all educational areas call for a reinter- 
pretation and a reevaluation of experiences in the 
light of the present. 

Intern and Nursing Education 

The hospitals in Pennsylvania provide great op- 
portunities for intern and graduate-intern educa- 
tion, but unless the present Medical Practice Act 
is interpreted very broadly and fairly, our state 
will be isolated insofar as some of these privileges 
are concerned. Medical education and nursing edu- 
cation have progressed, yet the relation of their 
boards to the hospitals is not so understanding as 
desired. 

Perhaps through more conferences, joint meet- 
ings, or through committees, a more harmonious 
plan of cooperation could be evolved. In our schools 
of nursing a higher educational requirement is 
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recognized and appreciated. Five-year programs 


in nursing, leading to a baccalaureate degree, — 


have been made possible through the cooperation 
of colleges and universities in our state. Coopera- 
tive programs, whereby the graduate nurse may 
work a specified number of hours each day in the 
hospital and attend classes in the universities are 
also available. The eight-hour day gives the 
nurses more time for study and recreation and 
many are making good use of this privilege by 
taking advanced or specialized courses. Condi- 
tions and opportunities differ in each locality, de- 
pending upon whether it is rural or urban, 
whether it is an industrial or commercial district; 
yet, the same general rules apply to all localities. 


In the schools of nursing in our industrial cities, 
surgery naturally predominates and nursing care 
must be given. Medical patients are fewer in 
number, and are more often cared for in the home. 
Schools of nursing are required to give the stu- 
dents four and one-half months in surgical nurs- 
ing and five months in medical nursing. It does 
seem that short-term affiliations to complete the 
experience needed in medical nursing might be 
considered if it meets the need of the sick in the 
community, the hospital, and the nurse. Practi- 
cal application of education sometimes means that 
we change our minds as we learn. 


Taxes 


Another obstacle placed in the way of hospitals 
which render a large per cent of charitable work 
not covered by appropriations or donations, is 
taxes. 


At the mid-year conference of presidents, ex- 
ecutive secretaries, and chairmen of legislative 
committees, held in Chicago last February, the 
assistant executive secretary of the American 
Hospital Association reported several bills that 
may affect hospitals through taxation imposed by 
the government. Through the passage of the 
Farm Bill, we have reason to fear processing 
taxes again on cotton, flour, corn, and meats. It 
is predicted that we may pay forty cents for cot- 
ton, due to wages in the South. However, the 
joint committee of the American Hospital Asso- 
ciation is striving to determine the position of 
hospitals and look after their interests. It will 
behoove us to file for tax exemption and stress 
the amount of charity work rendered. It was also 
called to our attention what voluntary hospitals 
are doing to relieve the government of the use of 
tax funds, pointing out that the government gains 
in the end. 


Costs 


Owing to the constantly changing conditions 
caused by the depression and the recession, hos- 
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pital costs have been increasing. Since we can- 
not increase our rates in the same proportion, 
must we, as in industry, revamp our policies? 
Shall we curtail the care of the sick? The ex- 
perience of the past few years tends to indicate 
that it may be necessary. 


If all the hospitals in the state found it neces- 
sary to curtail their service to the indigent sick, 
how could the state provide hospital care for them 
as economically as is now being done? 


Costs of building, equipment, supplies for medi- 
cal, surgical, diagnostic technique, teaching and 
nursing enter very vitally into the cost per capita. 


We perhaps need more publicity on the real cost 
of the items that patients expect and demand upon 
admission. Some are prone to overlook the finan- 
cial needs of hospitals, so conscious are they of | 
the fact that there is always a hospital ready to 
serve, in case of illness and accident, those who 
can pay and those who are unable to pay. 


Motor vehicle accidents and fatalities increased 
last year, according to the National Safety Coun- 
cil. Hospitals still lose thousands of dollars an- 
nually on this group of patients. Usually they are 
all seriously injured, requiring many x-rays, frac- 
ture equipment, constant nursing care, and are of 
long-term stays; or they need expensive first-aid 
treatment. Must the present situation concerning 
the lack of payment for the majority of these pa- 
tients always remain the same in Pennsylvania? 
Surely our Association is powerful enough to in- 
fluence our legislators to pass laws whereby the 
hospitals receive more consideration and some pro- 
vision for payment for services rendered these 
patients. 


Partial Subsidy for Out-Patient Departments 


The provision of partial subsidy for our out- 
patient departments should be considered by our 
Association. If every possible effort were exerted 
to accomplish this desirable piece of work, we 
might be successful in obtaining it. There is no 
doubt that the hospital is entitled to some reim- 
bursement from the community which it serves 
and from the state for this group of patients under 
treatment in the out-patient departments. When 
one considers the fact that it is possible to care 
for these ambulatory patients in well equipped out- 
patient departments, thereby relieving the load of 
free-ward patients, we should do everything in 
our power in attempting to secure at least a par- 
tial compensation. Possibly those responsible 
would be more favorably impressed with this sub- 
ject if we could convince them that good out-pa- 
tient departments not only would save many dol- 
lars but also are a factor in promoting public 
health and preventive medicine. Because our out- 
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patient departments are taking an ever-increasing 
amount of our time, and because the annual num- 
ber of patients being cared for in these depart- 
ments is constantly increasing, we most assuredly 
should make a conscientious effort to obtain some 
aid. During the past year, there were 1,047,000 
visits in the out-patient departments, costing 
$890,000. A Hospital Fund, sponsored by our 
local hospital councils would be most helpful. 


The need for increased appropriation for the 
care of the indigent sick should not be overlooked. 
Private philanthropy has so many other charities 
to sponsor along with aiding hospitals that suffi- 
cient funds to supplement state aid are not forth- 
coming. We all appreciate the attitude of our Gov- 
ernor toward hospitals, and the increase in ap- 
propriations granted this biennium. The appro- 
priation from the commonwealth for the bennium 
was $8,374,200. The cost for free care was approx- 
imately eighteen million dollars. The estimated 
cost of operating 291 Pennsylvania hospitals is 
$176,874 for every twenty-four hours; $7,369.80 
per hour; $122.83 per minute; or $20.47 per sec- 
ond. This does not include costs of free care given 
out-patients. However, the percentage of patients 
applying for free care is steadily increasing. Who 
is responsible, and how are hospitals to meet the 
needs of this deserving group? 


Hospital Service Plans 


Hospital Service Plans are so important to the 
future of hospitals and to the welfare of that very 
deserving group of individuals who wish to pre- 
pare and budget for illness, that all concerned in 
providing this service should work shoulder to 
shoulder before many more undesirable plans are 
presented to the public. Rural communities need 
Hospital Service Plans just as much as the large 
cities. The management of rural plans presents 
a field for analysis. 


In Conclusion 


The exhibits which are an integral part of our 
annual meeting, rightfully deserve a proportionate 
amount of your time. They are of great educa- 
tional value. The latest equipment used in the 
scientific care of the sick is displayed. The time, 
money, and intelligence employed in producing 
these articles cannot be measured. The exhibitors 
are all specialists in their respective lines, and 
their contributions to the Association are deeply 
appreciated. 


In closing, I should like to say a few words in 
appreciation and praise of the organizations with 
which we are most closely associated. Without 
the assistance of these cooperating health and 
public welfare agencies our work would be of less 
benefit to those whom we serve. The various spe- 
cialized city, county, and state hospitals which are 
so cooperative in caring for the patients who fall 
within their special province, have helped the 
general hospitals. The private physicians, public 
health nurses, special clinics, and private social 
agencies have all given freely of time and energy 
in helping carry out recommendations made for 
hospital patients. The State Department of Pub- 
lic Assistance, through its county subdivisions and 
Departments of Welfare and County Commission- 
ers, has assisted in many ways in expediting and 
continuing the care of patients. 


There is no business in all the world that calls 
for more energetic and ceaseless activity than 
that of operating a hospital. Hospitals are for 
the people, and we, their agents, guarantee good 
service to suffering humanity. This implies a 
great responsibility in addition to our responsibil- 
ity for creating an intelligent and sympathetic 
understanding of the hospital and its problems 
among those whom it serves. 





Legislation 


The Robinson-Patman Act enacted on June 19, 
1936, is well known to hospital administrators 
through the country mainly due to the fact that 
charitable institutions did not receive justifiable 
exemptions under the Act. Throughout the period 
since its enactment, strong representations have 
been made by major hospital organizations, in- 
cluding the American Hospital Association, for 
exemption of our hospitals, and it is gratifying 
to note that Senate Bill 2934, introduced by Guf- 
fey, which provides that the Robinson-Patman 
Act shall not apply to purchases for charity, is 
now in the Senate Judiciary Committee for con- 
sideration. 
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Warning to Hospitals and Doctors 


Beware of a man who has been using the name 
of Dr. MacEachern and of others prominent in the 
hospital and medical field. Hospitals should insist 
upon proper identification before advancing money 
on checks or loaning money to strange persons. 

There is another man going about the country 
who interviews the business office and advises that 
he is bringing a relative into the hospital. He is 
willing to pay the usual deposit for hospital serv- 
ices in advance, but always renders a check in 
payment for a larger amount, receiving the differ- 
ence in cash. Naturally, this dead-beat disap- 
pears and cannot be located, and the patient never 
arrives at the hospital. 
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Safeguarding the Patient's Record 


JOHN R. HOWARD, JR., Plainfield, New Jersey 


erning the subject of patients’ records that 

I have seen is contained in two pamphlets 
printed by the St. Louis University Hospitals, one 
intended for the use of insurance companies, em- 
ployment agencies, the Workmen’s Compensation 
Commission, etc., and the other for the use of the 
hospital staff responsible for furnishing informa- 
tion and abstracts. The first is called “Procedure 
Governing Application for Medical Information” ; 
the second, “Regulations Concerning Inspection 
and Transcript for Patients’ Records.” 


Te most complete and concise statement gov- 


Clinical Records Are Primarily for the Benefit 
of the Patient 


The clinical record of a patient’s stay in a hos- 
pital is a confidential record to be used by the 
doctor for the benefit of the patient. The original 
record, including the x-ray films, is the property 
of the hospital, and should be protected against 
loss. This means that it should not be removed 
from the hospital files except with proper author- 
ity, and only by an agent of the hospital. This 
does not include members of the medical staff. 


The clinical record is made primarily for the 
benefit of the patient, and should be preserved 
and used for his benefit. Except as provided by 
law, it should be shown to no one except on the 
patient’s request. Sometimes, a patient goes to 
another city for consultation, or to take up his 
residence, and it is to the patient’s benefit to have 
his record shown to the new doctor. Copies, or 
even summaries, are usually sufficient; but where 
the x-ray films are needed, it is—in the absence of 
any possible legal action—reasonable to loan them 
to the patient, or, in exceptional circeumstances— 
such as the need of repeated reference to the dif- 
ferent stages of a disease—to give them to the 
patient. 


In the case of a private patient, the physician 
who attended the patient in the hospital should 
be consulted. I have never known a physician to 
refuse such a request; but if he should, it seems 
clear to me that the patient’s interest comes first, 
and that another physician—in a distant town or 
in the same town—should, at the request of the 
patient, be given the information necessary prop- 
erly to treat him. However, in the St. Louis pam- 
phlet referred to, the rule states, “If a physician 
in private practice requests the history of a pa- 
tient in our institution, he may obtain it, if he is 
a staff member, but only after he has secured the 


26 


The Author 


@ John R. Howard, Jr., is a widely known 
hospital administrator and is Superintendent 
of Muhlenberg Hospital, Plainfield, New 
Jersey. 








permission of the last physician in attendance 
upon the case whose history is in question.” 


The written request of the patient is sufficient 
authority for making a copy or summary of a rec- 
ord for medical purposes. For legal purposes such 
request should be acknowledged before a notary. 


What the legal status of a patient’s right to 
see his own record is, I do not know. But I do 
know that hospitals take every precaution to pre- 
vent a patient from seeing his record when he is 
in the hospital; that for medical purposes it should 
be given only to a physician, and that for legal 
purposes it should be given only to a proper rep- 
resentative of the law. 


Hospitals are often asked by members of the 
family for information concerning a patient who 
has been hospitalized. Unless the patient is a 
minor, such information should be given only with 
the written consent of the patient. 


Records are sometimes wanted for scientific 
purposes. They should be available for such, to 
proper medical officers, on proper authorization, 
but should not be taken from the record room 
except for use at a given scientific meeting and 
then only under proper safeguards. 


Where copies of a record will suffice, they may, 
with proper authority, be copied. In the past, it 
has not been possible to make satisfactory copies 
of x-ray films. The direct contact method, today, 
produces excellent copies of skeletal lesions, but 
the originals are still needed where soft tissues 
are involved. This means that the original x-ray 
films will have to be sent outside the hospital 
more often than the written record. 


Whether the record is copied, summarized, 
loaned, or subpoenaed, record should be made of 
the fact and the authority for it. 


It is common practice for members of the med- 
ical staff to have free access to hospital records. 
A recent experience in our hospital—where the 
physician to a family employing a domestic ob- 
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tained and transmitted to the family information 
concerning the domestic—has led us to rule that 
members of the medical staff may not consult in- 
dividual histories unless they are treating the 
individual concerned. Since this rule was made, 
two doctors have asked for similar information 
concerning domestics employed by families under 
their care. They were advised that there are two 
alternatives open to the employer; one, to obtain 
the written consent of the employee to consult 
the record, or two, to require the employee to 
have a physical examination. Failure to accede 
to either is ground for discharge. 


Conditions Under Which Records May Be 
Examined Without Patient’s Consent 


There are two conditions under which hospital 
records may be examined without the consent of 
the patient. The first is by a court order or sub- 
poena. It seems reasonable that the written re- 
quest of the Compensation Board should be rec- 
ognized the same as a subpoena. In either case, 
the record should be taken to court and brought 
back by an employee of the hospital. 


The second condition is provided for in the New 
Jersey Hospital Lien Act, under which it appears 
clear that insurance companies may examine hos- 
pital records in liability cases without the consent 
of the patient. First, I should like to point out 
that, where this is done, it should—for the pro- 
tection of the record—be done under the super- 
vision of the record clerk, or other responsible 
employee. Secondly, I would advise that this pro- 
vision be compared with that of New York State, 
where a similar provision was contested, and the 
last I heard was being interpreted to mean that 
all the insurance companies could get, the way 
the law was worded in New York State, was the 
name of the patient, the date admitted, the date 
discharged, and whether he was discharged cured 
or he died. 


There are other conditions under which it is 
common practice to give information concerning 
a patient without the patient’s consent, with what 
legal basis I do not know. The first is where an 
out-of-town doctor writes that he is treating a 
patient who, at one time, was hospitalized in our 
hospital, and that he wants to know the condition 
of the patient when he entered the hospital and 
the treatment given. I presume that the assump- 
tion here is that the patient has made the sug- 
gestion, and by inference the request. In any 
case, it is usual to send the information asked for, 
with the usual consultation with the attending 
physician where it is a private patient. A second 
condition is where another hospital—general, 
sanitarium, or mental—asks for similar informa- 
tion; a third, is where a penal institution, or a 
court, through the probation officer, asks for in- 
formation. Another condition is where a family 
welfare organization asks for information neces- 
sary for the rehabilitation of an individual. It is 
common practice for such inquiries to be an- 
swered by the social service department. In all 
these conditions, it is known that the information 
will be confidential and will be used only for the 
benefit of the patient. 


All requests for information should be submit- 
ted to the superintendent, and the information 
issued only on his authority, except where there 
is a medico-legal committee set up for the pur- 
pose, as in St. Louis, or other constituted author- 
ity. Where there are rules and regulations 
adopted to govern these matters, they should— 
except for clear-cut conditions—provide for some 
leeway, at the discretion of the superintendent. 


To summarize, a patient’s hospital history is 
the property of the hospital. It should be care- 
fully safeguarded, with due regard for medical 
ethics, for the protection of the patient, the phy- 
sician, and the hospital, and used, except as pro- 
vided by law, only for the interest of the patient, 
or, under proper conditions, for scientific purposes. 





“The Public in general rests secure in the 
knowledge that the hospital is there when, and 
if, its services are needed. They are by no means 
conscious of its claims as a public institution to 
which every citizen owes an obligation, and one 
which affords to the philanthropically inclined of 
small or large means opportunities for service, 
not only to the less fortunate, but to every poten- 
tial hospital patient, including themselves. 


“The word ‘hospital’ carries a meaning in the 
minds of most—‘An ever open door’—to all who 
may require its aid. The public looks for every 
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service, both lay and professional, that lies within 
the power of the hospital to provide; and in turn 
the hospital administers that service with the 
object ever in view to reduce the hazards of ill- 
ness, to restore a patient to his home and voca- 
tion at the earliest moment, and to contribute 
to his comfort and security whilst in the hospital, 
and his physical welfare after he leaves it.” 


Editorial in The Alfred, 
The quarterly publication of 
The Alfred Hospital, Melbourne, Australia. 
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X-Ray and Laboratory Rentals in Hospitals 


R. E. HEERMAN, Los Angeles, California 


space allocated to x-ray and clinical labora- 

tories is constantly recurring. Roentgenol- 
ogists contend that they should be independent of 
the hospital overhead and merely rent space from 
hospitals the same as they do in a medical office 
building. For example, the Pacific Roentgen Club 
proposes as one of their solutions to the divergent 
views between hospitals and the medical special- 
ists in hospitals that the roentgenologist should 
“lease the floor space alone, with a rental esti- 
mated as the average for an equivalent space in 
a medical building in the locality of the hospital.” 


T= question of compensation to hospitals, for 


But, who is to determine this rental rate? 
Should theory or cold financial fact determine 
what rental moneys should be charged for space 
in a hospital building? Should not competent 
authorities analyze the factors involved and com- 
pute an equitable rate for such rental space? 


To help us solve this problem, we recently en- 
gaged a firm of appraisers with architectural ex- 
perience; namely, Dwyer-Curlett, Inc., of Los 
Angeles, to make a study and report with a de- 
tailed analysis of factors, such as follows: 


Rentable Area in Hospitals 


What is the amount of rentable area in a Class 
A (refers to type of construction) hospital build- 
ing compared to a Class ‘A medical office build- 
ing? (By rentable area we mean space in a build- 
ing that can be used for income purposes. ) 


For instance, in a hospital it would include pa- 
tients’ rooms, pharmacy, operating rooms, cysto- 
scopic rooms, x-ray and laboratory rooms, with 
the addition, possibly, of special rooms for elec- 
trocardiograph, soda fountain, flower shop, and 
other items. 


The rental space in the medical office building 
would be the offices rented to tenants, store space 
rented on the first floor, and any other special 
concessions in the building, such as barber shops, 
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Cost of Overhead per square foot of rentable area—Annually ... 
Rate of rent per square foot—Annually.................. 
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beauty parlors, etc. The service space in both 
hospital and medical office buildings would be 
corridors, fire escapes, janitors’ closets, but in a 
hospital, in addition, would be included nurses’ 
stations, utility rooms, and various other service 
quarters. 


Report of Appraisal Firm 


We give below excerpts from the report of the 
survey firm that made the study of the above and 
related problems. 


Comparison of a 10 story hospital and a 13 
story medical building,- each located in Los An- 
geles: 


“For your information, we are submitting a 
detailed report showing compilation of space in 
the California Hospital, a 10 story Class A hos- 
pital building, and a 13 story medical office build- 
ing, both located in Los Angeles. From this re- 
port, you will note, we have: taken off the 
service and rental space on each floor of the 
buildings and also summarized all of this data. 
We were surprised at the large amount of service 
space in the hospital, but have rechecked our 
figures and find that they are the average for hos- 
pital buildings. The large amount of service 
space is due to the fact that building laws re- 
quire a large number of wide fire escapes, wide 
corridors, and a great deal of other special con- 
ditions not found in hotel or office buildings. We 
purposely selected a medical office building which 
had the largest amount of service space. For 
instance, the building we selected had a service 


TEN STORY 
HOSPITAL BUILDING, 
Los Angeles 


THIRTEEN STORY 


Los Angeles 


Ae 129,090.18 149,677.03 
See 40,337.37—31% 92,953.49—62 % 
eka 88,752.81—69 % 56,823.54—38 % 
beens $926,559.00 $1,239,222.97 


$21.80 per sq. ft. 


$1.48 per sq. ft. $4.55 per sq. ft. 
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SERVICE AND RENTAL AREAS 


Medical 
Office Bldg. 


Hospital 


38% 
Rental 
69% 
Rental 
62% 
Service 
31% 
Service 





area of 31 per cent. We could have selected many 
medical office buildings with only 15 per cent and 
20 per cent service area. We felt it would be 
better to select a building with a large amount 
of service space in order not to have too radical 
a comparison with the hospital building. A sum- 
mary of these figures is given below: 


Annual rental rate of square foot of space 
(Quantity “X’’) in each building: 


To determine the value of “X”’, it is important 
to consider the administration expense in both 
buildings. 


Administration Expense in a Medical Office 
Building 


The administration expense, or overhead, in 
the medical office building; namely, $1.48 per 
square foot of rentable area, includes the items 
listed : 


Administration expense 

Housekeeping 

Engineering expense, including heat, 
light and power 

Maintenance and repairs to building 

Elevator operations 

Insurance 

Taxes 

Depreciation 

Six per cent (6%) on indebtedness 


($131,488.58 





The margin between $1.48 and their rental 
rate of $2.49 is their gross profit, which in this 
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particular building pays 7 per cent on their total 
capitalizations, and provides a sinking and re- 
serve fund. 


Administration Expense in a Hospital Building 


The administrative expenses, as listed below, 
of an approved hospital of 300 beds with a Class 
A building ‘whose financial statements are pe- 
riodically examined by Messrs. Lybrand, Ross 
Bros. & Montgomery, Certified Public Account- 
ants. 


The administration expense, as listed, equals 
$4.55 per square foot annually, computed on rent- 
able area. 


Administration expense 
Housekeeping 
Engineering expense, including heat, 
light and power 
Maintenance and repairs to building 
Elevator operations 
Insurance 
Taxes 
Depreciation (on buildings only) 
*Three per cent (3%) on indebtedness 
Accounting department billing, book- 
keeping and collection | 
Telephone switchboard service J 
NOTE: “Hospital figure includes only 3% on 
indebtedness. 


$288,152.22 





Items Not Included in Hospital Administration 
Expense 


It is important to note that the following items 
are not included in hospital administration ex- 
pense; namely, labor and supplies that are 
chargeable to the various departments, such as 
dietary, laundry, pharmacy, surgeries, x-ray, lab- 
oratory, physical therapy, electrocardiograph, 
etc. Nor does it cover nursing expense, intern 
service, medical record keeping, or other such 
services that are set up as charges to board, room 
and laundry for patients. 


How to Compute Rental of Space in a Hospital: 
Two Formulas 


Formula A: Under this formula it is contem- 
plated to compute a base rental of space only, 
which is to compare with space furnished in a 
medical office building. Such rental rate would, 
therefore, only cover the rental of bare space in 
a hospital with janitor service and such other 
incidental services that are usually furnished in 


ADMINISTRATION EXPENSE OF RENTAL 
OR INCOME AREA 





; © Medical Office 
Honpel-0ha Bldg.—$1.48 
per sq. It. per sq. ft. 
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COST OF CONSTRUCTION OF RENTAL AREA 


Hospital—$21.80 reer" fice 
per sq. ft. Long tS 
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a medical office building. The rental rate would 
make it necessary for the tenant to furnish any 
extra partitions and wiring, plumbing, special 
floor covering, and all furnishings, telephone, re- 
frigeration, and any special power needed. The 
tenant would also have to set up his own book- 
keeping and collection system. The rate does not 
attempt to take into consideration any value of 
good will or exclusive concession said tenant 
may secure by being in the hospital building. The 
rate is compiled by comparing the cost of con- 
structing a Class A hospital building as compared 
to a Class A medical office building in the same 
city, and the formula worked out from the fol- 
lowing figures: 


Medical Office 
Building Hospital 
Construction Costs 
based on Rentable 
BIPE sciwsntoose $10.44 per sq. ft. $21.80 per sq. ft. 
Annual Rental Rate $2.49 per sq. ft. x 


The equation for calculation would be— 
249. 2 1044: 2.x +: 21.80 
Therefore, X = rental in hospital = $5.19 per sq. ft. 


Any hospital using this formula or calculating 
an equitable rate for their own hospital based on 
these conditions by considering rental of office 
space in their city should bear in mind that such 
a lease is for space only with the services as 
listed above. Any of the extra services not in- 
cluded, which the tenant may want, should be 
billed to the tenant monthly as extras to his rent. 


Formula B: Under this formula it is contem- 
plated to establish an annual rental rate for rental 
of space in a Class A hospital building with which 
space, in addition to the usual overhead in an 
office building, as listed in Formula A, the hos- 
pital would also furnish the usual overhead of 
a hospital, which would include telephone serv- 


30 





ice, stationery, bookkeeping and collection serv- 
ice. Even under this figure the tenant would 
have to furnish extra partitions, plumbing, and 
wiring, etc. The tenant should also pay for any 
other extra services not covered by the overhead, 
such as linens and laundry. It must also be un- 
derstood that the tenant would furnish his own 
technicians, office help, all supplies, and furnish, 
install and maintain all equipment. The cal- 
culation as made by an equation worked out from 
the following figures: 


Office Building Hospital 
(rentable area) (rentable area) 


Administration 
MEPOREE obs cs $1.48 per sq. ft. $4.55 per sq. ft. 
Annual Rental Rate $2.49 per sq. ft. x 


The equation for calculation would be— 
A543 .¢ 45D ss 2A 3 x 
X = rental space in hospital with overhead = 
$7.65 per square foot. 


Charitable Status of Hospitals: In Relation to 
New Rental Arrangements With X-ray 
and Clinical Laboratories 


If the roentgenologists and pathologists insist 
on renting space from the hospitals and thereby 
establishing their individual practice for private 
gain, the following factors must be considered: 


The charitable hospital assumes a new re- 
sponsibility. It has been built by public funds. 
The administrators of these hospitals are trustees 
for the public. They must account for their 
stewardship. “The division between a business 
organization and charity is only when income 
may be applied to the profits of the founders that 
business has a beginning and charity an end. 
Most of our universities and hospitals are unques- 
tionably public charities. What controls is not 
the receipt of income but its purpose.” (Above 
quotation from Court Decision 219 N. Y. 446.) 


Can a hospital administrator justify his stew- 
ardship by renting space in a non-profit, costly 
hospital building so that some one can secure 
private gain? Consider also that the tenant se- 
cures an exclusive concession. If a hospital rents 
space less than cost the patients must make up 
the difference. In addition there is no question 
but that the straight rental of space for an x-ray 
department will increase the cost to the unfortu- 
nate sick. The public is already making inquiry 
as to why x-ray and laboratory work in county 
hospital with salaried roentgenologists and path- 
ologists costs the patient 7 cents to 10 cents per 
patient per day while in private hospitals where 
special concessioris are made to such specialists 
the public is paying 40 cents to 60 cents per 
patient per day. 
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If Profiteering Exists, Then by Whom? Hospitals 
or Laboratories? 


For many years the roentgenologists have is- 
sued statements that hospitals were profiteering 
on roentgenologists. Such statements have never 
been substantiated by facts. The question may 
be asked: Are roentgenologists profiteering on 
non-profit hospitals? They wish to rent bare 
space from a hospital on the same terms as a 
medical office building. They do not consider 
that the hospital has a one purpose building with 
large administrative expense. This overhead is 
used to the advantage of such medical specialists 
in billing their fees and collecting their accounts 
and giving them exclusive business in the hos- 
pital. Such specialists by renting space only, 
and doing their own billing and collecting, paying 
taxes, must increase cost to patient. Hospital 
administrators may get into difficulty if they con- 
ceal facts from government agents and do not 
report equipment in their hospital owned by 
others. 


Method of Using the Rental Formulas, by 
Hospitals Renting Space for Laboratories 


As a guide to those hospital executives who 
may be forced to a rental basis in conducting 
their x-ray and pathological laboratories, I have 
set up the following schedules: 


PLAN 1—Application of Formula A 

Referring to Formula A, you will note, this 
is for rental of space with usual services in 
office building. The space shown: namely, 
2448.58 square feet is the space occupied by an 
x-ray department in a 300-bed hospital. I have 
used this as it is typical for hospitals of this 
size. 


Example: Where hospital space is furnished on same 
basis as medical office building, see Formula A 


Annual Rental Total Yearly 
Rate Rental 


Rental per square foot........ $5.19 


EXTRAS FURNISHED TO 

BE ADDED TO RENTAL, 

IF FURNISHED— 
Laundry and Linens........ pia ? 
Refrigeration and Power.... oe om ? 
Telephone, Stationery ...... 

*Billing, collection, bad debts 

if furnished to tenant.... Te ? 


$12,708.13 





*Medical Economics Survey Data 
estimates the cost to a physician 
for these items is 20 per cent of 
Gross Billing. 
Total Annual Rental to be 
paid by Roentgenologist. ie ? 


PLAN 2—Application of Formula B 
Referring to Formula B, you will note that 
this covers space with the usual hospital over- 
head as listed. It is again based on the same 
square foot area as noted above. 


Example: Where hospital space and overhead expense is 
furnished, see Formula B 


Annual Annual 
Rate per No.of . Yearly 
Sq. Ft. Sq. Ft. Rental 
Rental per square foot $7.65 2448.58 $18,731.63 
Extras furnished to be 
added to Rental— 
Laundry @ imam. ewes ? 
SPSCIAT DOWOP 8s, eee ecwaas ? 


Other Items to Be Considered, If Equipment Is 
Furnished with Formula B 


If the roentgenologist wishes to rent space un- 
der Formula B and also wishes the hospital to 
furnish the equipment, then the following over- ' 
head items should be added to the annual rental 
rate: 


Six per cent interest on investment and equip- 
ment 
Fire insurance on equipment 





COST OF HOSPITAL RENTAL SPACE AND EXTRAS 


Rental Rate Laundry and mp Special ‘ Telephone and + Billing, Bad 





per sq. ft. Linen te ver Stationery Debts, Collection 
—_ é GB ft 4 t 

$5.19 
Formula B é + Y 7 bia 

$7.65 
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PLEO OTR OE STAT 


Depreciation on equipment at the rate of 20 
per cent annually on all technical equipment 

Upkeep and repairs 

Replacement of tubes, etc. 

Taxes on equipment 

Other items furnished, such as water, power, 
refrigeration 


If the hospital furnishes the technicians and 
supplies, the cost should be added plus compensa- 
tion and liability insurance, vacation expense, etc. 


In fairness to the roentgenologist having such a 
rental arrangement, the hospital should also enter 
into a contract to pay him on an annual basis 
some fixed sum for any work required of him by 
the hospital, such as examination of employees. 
The question of paying him for clinic or teaching 
services he may render should be considered in 
the next question. What is the arrangement with 
other members of the medical staff who serve 
in clinics or teach in the school of nursing? An- 
other point to consider is whether the value of 
an exclusive concession does not offset services 
contributed by roentgenologists in clinics or 
teaching? Possibly he should be reimbursed for 
actual cost of films, supplies, and technical labor 
used. 


Application of Formulas to Pathological 
Laboratories 


The above formulas have been applied to the 
x-ray department but can in the same manner be 
applied to a_ pathological laboratory. There 
would be a smaller amount of space to consider. 
Actual measurements should be made. Also, in 
case the hospital furnishes the laboratory equip- 
ment, the depreciation charge would be less, pos- 
sibly at the rate of 10 per cent or 15 per cent an- 
nually. The investment for equipment would be 
very small as compared to the x-ray department. 
Measurements should be made from outside ex- 
terior walls to center of inside walls. Some build- 
ings use inside measurements but use a higher 
rental rate. 


Comment Concerning Formulas Presented Above 


The application of these formulas to present 
commission contracts will indicate whether the 
hospital is receiving the proper remuneration. 
Hospital administrators often overlook items fur- 
nished to tenants, such as billing and collection 
service, telephone expense, special power, depre- 
ciation, etc. From our own analysis the usual 
50 per cent commission contract is entirely in- 
adequate from the standpoint of the hospital. If 
the hospital furnishes all of the items under 
Formula B plus the equipment and the tech- 
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nicians, the hospital is taking a big loss. If you 
have a gross percentage rental, check space with 
formulas and see what the facts are. 


Renting Space in a Hospital 


In the February, 1938, issue of the California 
& Western Medicine, page 79, a contributed article 
entitled “Hospital Radiologists and Pathologists” 
states: “The California Medical Association has 
now come out in favor of having doctors, who 
practice radiology and pathology, rent space (and 
equipment) of hospitals instead of having the 
hospital hire the doctors. * * *” “It is necessary 
that doctors do well enough financially so that 
able minds may be attracted to medicine as a 
career.” I do not agree with the author that 
complicated rental contracts and duplication of 
billing and collection worries is going to enhance 
the practice of medicine and better the care of 
the sick. If the radiologist and pathologist are 
real scientific men they will do better work if 
freed from financial worries. I believe that our 
complicated solutions will not only increase the 
cost of x-ray and laboratory work to the patient, 
but the time and energy of scientific men will be 
taken up with embarrassing financial and busi- 
ness problems, so that it will retard medical sci- 
ence in these two specialties and thus depreciate 
the care given sick people. 


Can any one justify increasing the cost to the 
patient when we avoid exemptions made to hos- 
pitals in taxes and licenses. Particularly when 
the public themselves have created the laws 
whereby sick people could be spared this expense 
by exempting charitable institutions. 


Tentative Conclusions Concerning Arguments 
Presented 


I am inclined to change my viewpoint arrived 
at several years ago when I wrote the article, ‘““Do 
Hospitals Exploit the Roentgenologists?”* I 
am primarily changing this viewpoint because 
of the persistent agitation of roentgenologists for 
complicated hospital contracts. Now I believe 
that the solution is that all roentgenologists 
and pathologists in non-profit hospitals should 
be on a salary basis; that salary to be adequate 
and to be set by the Executive Medical Board of 
the hospital. The Radiological and Hospital As- 
sociations have approved the salary plan. The 
end results would be scientists at the head of these 
departments devoting their entire energies to 
the interest of the patient and attending physi- 
cian. The saving in licenses, taxes, and duplica- 


*Printed in the September, 1936, issue of HOSPITALS. 
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tion of expensive overhead would decrease the 
cost of these services to the patient. 


In arriving at these conclusions I still am of 
the opinion with all hospital administrators that 
we recognize these specialties as the practice of 
medicine. I do not believe that the non-profit 
hospital is violating any law by paying such spe- 
cialists salaries or commissions. It is only nec- 
essary to review the history of non-profit hos- 
pitals and the large number engaging these nec- 
essary specialists on a salary or commission basis. 
It has the sanction of courts. A straight rental 
contract allowing a concession for private profit 
may jeopardize the status of your non-profit cor- 
poration. Hospital administrators should give 


this due consideration before entering into rental 


contracts. 


An Alternate Solution of the Laboratory 
Rental Problem 


An alternate solution for non-profit hospitals 
in conducting x-ray and laboratory departments 
would be to segregate the technical and profes- 
sional services. The hospital would bill the pa- 
tient for use of x-ray or laboratory rooms on the 
same principle as they now bill the use of oper- 
ating room. The billing of the hospital could in- 
clude the salaries of technicians working in these 
departments, but would not necessarily need to 
include them. They could be included in the con- 
sultation fee of the roentgenologist or patholo- 
gist. Although roentgenologists oppose such a 
division, I am not so sure that it could not: be 
worked out more equitably than trying to formu- 
late complicated rental or commission contracts. 
Objections of roentgenologists to this type of ar- 
rangement are: 


1 That it would be difficult to collect their con- 
sultation fee. 


2 That the roentgenologists may not retain ex- 
clusive concessions in the hospitals. 


The answer to the first objection is that it 
would be a matter of educating the persons in- 
volved that hospitals only charge for the use 
of the room, such as in the operating room or 
Cystoscopic room. It would not be long before 
this common usage would be established as a sat- 
isfactory billing method. If hospitals had started 
the practice of renting the operating room to the 
surgeon and collecting the fee from the surgeon 
instead of the patient, today, we would have the 
same difficulty in making a change in the oper- 
ating room charge. Our only difficulty with the 
X-ray room was that we started wrong. 
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Advantages and Disadvantages of a System in 
Which Technical and Professional 
Services Would Be Segregated 


Disadvantages 

1 A definite segregation of It may be difficult to edu- 
hospital and medical serv- cate patients and doctors 
ices. to division of technical 

and professional service. 


Advantages 


_ 


bo 


Cost of supplies and la- 2 Some doctors may wish 
bor would be paid for x-ray films taken without 
first placing the roent- requesting roentgenolo- 
genologist’s fee on same gist’s service. 

basis as other consultants 

where he would be called 

on to give his services to 

charity patients same as 

surgeon. 


3 The roentgenologist would 3 Hospitals not approved 
have no prior demand for by American College of 
payment of his fee but Surgeons may attempt to 
would be paid at same operate an x-ray depart- 
time as surgeon and phy- ment without roentgen- 
sician. ologist. 


4 Standards of American 4 May increase cost to pa- 
Medical Association and tient as the roentgenolo- 
American College of Sur- gist’s bills being collected 
geons would prevent hos- direct from patient would 
pitals operating x-ray de- increase bad debt losses. 
partment without roent- 
genologist in charge and 
his professional service 
being considered. 


5 The x-ray department 5 Roentgenologist may 
would be placed on high charge wealthy patients 
professional standards. large fees, thus making 
There would be no at- it more difficult for sur- 
tempt on the part of ethi- geon and other specialist 
cal hospitals to use facili- to secure payment of 
ties without a certified their fees. 
roentgenologist any more 
than they would permit a 
surgeon without experi- 
ence to use the surgery 
rooms. The standard 
would be: 

No surgery without qualified surgeon 
No x-rays without qualified roentgenologist 
No laboratory reports without qualified pathologist 


Conclusion 


I do not believe the disadvantages are insur- 
mountable. If the medical and hospital societies 
outlined certain principles, the change could be 
made rapidly. It would place the roentgenolo- 
gist in the class of a consultant. His fees based 
on the ability of the people to pay would decrease 
the cost to the lower income group. The wealthy 
would pay considerably more. The plan would 
satisfy: happiness prevail. The division of hos- 
pital and medical services a goal worth striving 
for. There will be other scientific equipment 
evolved. A principle adopted now would be a 
guide for the future. 












Promotion of Popular Interest in a 
Community Hospital 


OLIVER G. PRATT, M.A.C.H.A., Salem, Massachusetts 


munity hospital is one of our most important 

aspects of hospital administration at the pres- 
ent time, particularly in the small hospital. The 
hospital has a real place in the small community 
and in most cases it leads all other community 
activities in importance. Without question, the 
superintendents of hospitals averaging less than 
100 beds are doing an unusual piece of work in 
the country. 


T= promotion of popular interest in the com- 


To develop popular interest in your hospital 
you can do many things of real value which will 
benefit you as well. The communities need to 
understand better the fine work that you are each 
doing in your own section. You can and must get 
this message across. 


The Values of Association Membership 


I know of nothing that develops your scope, 
offers ideas, and keeps you out of a rut as much 
as mingling with others in the same field of en- 
deavor. You should value and take an active in- 
terest in your state association for legislative pur- 
poses, your regional association for such splendid 
opportunities as this meeting, and the national 
association for valuable guidance and help in many 
directions. The new councils of the American 
Hospital Association will develop and offer to each 
member not only fundamental principles on which 
to operate, but also many sound ideas for promot- 
ing the best interests of hospitals. The Councils 
on Public Education and Government Relations, 
for example, can be of invaluable aid to your in- 
dividual hospital committee on community rela- 
tions. 


If you are to promote popular interest in your 
community hospital you must first have an ap- 
preciation of the problem yourself. This is the 
first and really the most difficult part of the job. 
To do this let us first consider the functions of a 
hospital which are three-fold: 


1 Adequate and proper care of the sick 


2 Provision for the continued instruction and 
education of its staff, both visiting and 
resident 


Presented at the Southeastern Hospital Conference, Birming- 
ham, Alabama, April 7, 1938. 
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3 Assistance in the spread of information on 
medical subjects to the laity to the end that 
they may greatly profit by the advances in 
medicine toward the prolongation of a 
healthy and useful life. 


Educating Our Communities in the Health 
Program 


One of the important aspects of our problem 
is to develop in the minds of our communities 
confidence in our institutions, and to educate them 
in health matters. Health holds a very high place 
in the progress of social welfare. The Committee 
on the Cost of Medical Care stated that hospitals 
should be the center for health education, and 
that their work should be preventive as well as 
therapeutic. If hospitals are to do this they must 
supply an interpreter of the hospital to the com- 
munity. 


Developing the educational aspects of a hospi- 
tal-is a large portion of our job, not only in carry- 
ing on the educational program of the hospital 
personnel, but the education of the general pub- 
lic as well. 


I would suggest first that we spend real effort 
in the educating of children in the appreciation 
and the value of hospitals. As they grow older 
and develop they will be our staunch supporters. 
A friend of mine recently told me about his ef- 
forts to prepare his ten-year-old daughter to come 
to the hospital for x-rays and treatment when 
she fractured her clavicle. He explained to her 
that they would take an x-ray and she probably 
would not have to stay at the hospital, but that 
if she did have to, to be a good sport about it, 
and so on. Her response was that that was all 
right, but she continued, “They are not going to 
work a baby off on me like they did with mother?” 


Young people are particularly interested in the 
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mechanics of hospital operation and in scientific 
equipment. Talk to young people’s groups in 
churches and schools, show them through the hos- 
pital, demonstrate the workings of the laboratory, 
x-ray, kitchen, and so on. You will find this a 
. refreshing contact. 


Hospitals are the most important institutions in 
forwarding the public welfare, not only in service, 
but in research. The responsibility for their 
maintenance and advancement is with the public. 
If this is so, it is only fair that the public be kept 
adequately informed, and who is more qualified 
than those who are specialists in hospital admin- 
istration? 


Southern Hospital, February, 1938, published 
the following statement: 


“The fact that the non-profit hospital is a 
community welfare institution soaks slowly 
through the cranium of many hospital admin- 
istrators. Their vision is badly cramped by . 
the four walls of their own institution and 
they operate it largely as a place that makes 
them a living, the same as a commercial en- 

_ terprise would be operated. Community wel- 
fare is of secondary importance or none at all. 


“The sooner hospitals learn they are com- 
munity welfare institutions and govern them- 
selves accordingly, the longer off will be the 
day when an impatient public, represented by 

the government, will take them over.” 


This demonstrates that you are conscious of the 
need for this broad point of view and that is the 
best step toward accomplishment. 


We are today at the threshold of remarkable 
development in the hospital field. Those with the 
longest vision and best organizing ability will mold 
the future course of events. 


If hospitals do play such an important part in 
the social welfare and health field, if they do in 
a measure have some bearing on the standard of 
civilization, then we have a commodity that the 
public press is glad to present because the public 
is sincerely interested. With this condition as a 
basis to work on we certainly should have an easy 
time in promoting popular interest in our commu- 
nity hospitals. 


Four Methods of Promoting the Public Interest 
in Our Hospitals 


We should promote public interest endeavor 
by a process of education presented in an attrac- 
tive and easily assimilated manner. We should be 
as thoughtful and ingenious about this aspect of 
our administration as we are in catering to the 
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most particular patient. There are the following 
more or less accepted methods of educating the 
public and promoting popular interest in our in- 
stitutions: 


1 Properly educating and training our per- 
sonnel 


2 Including the medical staff in our commu- 
nity plans 


3 Contacts with our patients and their fam- 
ilies 


4 Community relations 


Properly Educating and Training Our Personnel 


The personnel of the hospital represents to the 
community the spirit and atmosphere that prevail 
within the institution. The wrong point of view of 
one employee might at the least expected moment 
give an impression to the public that will take 
much time and effort to overcome. It is necessary, 
therefore, to give real thought to the personnel 
problem. Much has been written relative to select- 
ing and training personnel for efficient work, and 
more recently there has been real effort expended 
in developing the personal interest of each em- 
ployee in his particular position. Good living condi- 
tions, a fair schedule of vacations, sick leaves, etc., 
will do much to build the type of spirit that is nec- 
essary in this sort of institution, regardless of the 
fact that salaries might not be comparable to some 
other line of activity. A definitely accepted pro- 
gram in the hospital relative to the health of em- 
ployees not only adds much in keeping the per- 
sonnel happy and contented, but it is important as 
an example for industry and business in the com- 
munity. 


Above all, develop a spirit that will reflect a 
welcome to every one stepping inside your hos- 
pital door or contacting the institution by tele- 
phone. We find that a hostess or information clerk 
with pleasing personality, located in the rotunda 
facing the front door, is of the greatest help, es- 
pecially during the visiting hour period. 


I am a firm believer that administrators, of 
small hospitals particularly, should take their em- 
ployees into their confidence in many of the prob- 
lems of the hospital, so that each and every em- 
ployee may feel that he is sharing the burden of 
hospital problems. We have a duty in developing in 
the minds of our hospitals an appreciation of the 
community point of view as well as the one of sell- 
ing the hospital to the community. This is very 
much the responsibility of the administrator. If 
he is active in community activities he will develop 
a consciousness of these problems that he will pass 
on to the entire institution. 
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Including the Medical Staff in Our Community 
Plans ; 


First we try to select a practitioner of high 
calibre. We cooperate in developing good spirit in 
the staff organization. We have rules that are 
workable and fair. We try to get to know each 
doctor and take into consideration his idiosyncra- 
cies, and get him interested in tying-in with our 
health education, giving him definite responsibil- 
ity. 

Develop a series of Sunday afternoon health 
talks in the winter season, through a medical staff 
committee. This will work even in a very small 
town. Our hospital is over a mile from the center 
of town, and we were skeptical about the recep- 
tion our series would receive. We went to work, 
however, to see that the programs were a success. 
Through our publicity program we secured the 
interest of the press and different organizations, 
and the result was that we went through a series 
of eight Sunday afternoon health talks with an 
average attendance of 113. This was a good job 
of community work, as well as a feature to inter- 
est in a specific way, and tie-in, the doctors with 
the health program. 


Contacts With Our Patients and Their Families 


The patient, of course, is one of our best adver- 
tising mediums, to the same degree that a satis- 
fied customer is to a store. Proper medical and 
nursing care, and a well operated hospital pro- 
duces the patient that will work for and talk con- 
structively about the hospital for years. The term, 
a well operated hospital, is quite broad. In this 
connection we need to consider the personal con- 
tacts and the little thoughtful things that make 
for comfort of body and mind. We should review 
carefully all details of contact from the time the 
doctor makes the reservation until the patient 
goes home, and even then we have a follow-up 
responsibility. 


The development of some aspect of occupational 
therapy and library service, in the small hospital 
by volunteers who have an appreciation of the 
principles, and in larger hospitals by the employ- 
ment of a trained worker, will help with this prob- 
lem. The many visitors of each patient are, of 
course, potential boosters or knockers—all of our 
personnel must appreciate that most of the 
visitors as well as patients are in a nervous state, 
and that patience, courtesy, and thoughtfulness 
develop the boosters. I feel that it is good psy- 
chology to give every patient a chance to write 
confidentially his hospital reactions to the super- 
intendent. The constructive criticisms are help- 
ful. The compliments passed on to the personnel 
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spur them on to greater accomplishment; and the 
chronic kicker if asked to place his thoughts in 
writing will refrain from any further discussion. 
We analyzed 387 patient responses, and found— 


254 expressed satisfaction, mentioning dif- 
ferent special departments, such as food, 
nursing, etc. 

76 praised particular nurses 

45 offered helpful suggestions 

12 made complaints with suggested correc- 
tions 


Certainly this was worth while for us. Good 
service will result in patients who are carriers of 
good will for the hospital. 


Community Relations 


The proper development of public or community 
relations is the step in our hospital development 
which needs the most attention at the moment. 
The variety of activity in this classification is 
great. To be able to develop this on a proper 
basis, however, we must first have the trustees 
and the administrator conscious of the broad field 
of endeavor of the community hospital. When 
this is accomplished we can then go to work. 


Ladies’ Auxiliaries are, of course, one of the 
most helpful features. This type of organization 
gives a great opportunity for large numbers of 
real workers in the community to work for and 
talk constructively about the hospital. In addition 
to sewing and-the usual helpful work they can 
develop such features. as lecture courses on cur- 
rent events, importing, if necessary, an outstand- 
ing individual to run the course, thus possibly 
making money for the institution, but certainly 
cementing friendships. They can as well operate 
a thrift shop which can make available at a rea- 
sonable price material that has been collected by 
the giving of teas by the well-to-do, charging as 
an admission fee a bundle of merchandise. Often- 
times the leading department stores will offer to 
give a percentage of a day’s receipts for the hos- 
pital if the ladies interested will devote their day 
to the store operation, and theatres will cooperate 
by setting aside a day for the institution. In addi- 
tion to the general organization of a Ladies’ 
Auxiliary, it is possible to interest the many socie- 
ties of a community by tying them in with some 
special features such as providing favors for the 
patients’ trays for holidays. Perhaps each 
society would be responsible for one holiday dur- 
ing the year. Why not cooperate with the Red 
Cross in the holding of their home nursing 
classes, using hospital nurses as instructors, and 
offer a trip through the hospital at the final meet- 
ing, even if the meeting happens to be in the 
evening? Hospital Day offers us a real reason for 
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presenting our institution to the public. The 
many ways in which we can observe this day have 
been outlined well by our national committee. 
Perhaps one feature that some of us have over- 
looked, however, has been in our demonstrations 
when we have held open house or entertained 
clubs or societies. We should make every effort at 
such times to demonstrate that we are conscious 
of the social welfare and health education features 
of the institution. New equipment also fascinates 
the visitor. 


We can develop a speakers’ bureau with certain 
department heads or specially trained employees 
available with a message that will interest the 
public. A list of the subjects that a hospital could 
present could be sent to each organization in the 
community in the spring so that while building 
their programs for the coming fall and winter 
they would have it available with suggestions. If 
we will but remember that a specially trained 
employee knows more about her subject than any- 
one else in the community, it should not be difficult 
to get the cooperation of employees in such a pian. 
This will take some of the burden from the ad- 
ministrator, and also please the organization by 
giving them variety in their programs. The ad- 
ministrator, at least, should be available for this 
valuable community contact. 


The Press and Our Hospitals 


The cooperation of the public press is, of course, 
important; this subject has been well presented at 
many hospital meetings and in hospital magazines. 
Above all we should try to develop a friendly work- 
ing basis with some understanding reporter, and 
then we will have him appreciative of the hospital 
point of view. Spend time with him, show him 
your plant, have him conscious of your entire 
problem and then he will appreciate the difference 
between news and confidential information. News- 
papers are not only anxious to carry stories cur- 
rently, but they can often develop special stories 
that we, because of familiarity, would overlook. 
Take time to show these people about. 


We were entertaining a group meeting of sew- 
ing circles at our nurses’ home, and in developing 
a program that would please our guests we finally 
decided to put on a short play that would dem- 
onstrate the educational features of a community 
hospital. Practical demonstrations such as those 
we had the pleasure of seeing at the convention 
at Atlantic City last year are certainly very inter- 
esting, and in presenting them we have the oppor- 
tunity of putting over many ideas that would be 
difficult in a formal paper. Our play was devel- 
oped on this premise. All departments of the hos- 
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pital that had to do with the education of nurses, 
interns or other personnel, were tied into the 
presentation. A skeleton idea was prepared, and 
each department helped to develop the detailed 
script. 


The members of the medical staff can, of course, 
help materially in this community education prob- 
lem. They can develop clinics for cancer, crippled 
children, well babies, diet, etc. They can also be 
available for talks on medical subjects, giving real 
help in the features that are being stressed at the 
moment nationally or locally, such as the work on , 
cancer and on crippled children. 


The trustees and the administrator are, how- 
ever, the key to this entire situation. An appre- 
ciation of the scope of the hospital is the real 
problem. If this step can be managed, the rest 
really comes easily. All that I have mentioned on 
this subject comes as a result of this appreciation. 


The development of reports, whether annual or 
special, or weekly or monthly news letters, is a 
task that to be done well today needs an apprecia- 
tion of the public demands. We should be in a 
position to appreciate what the public enjoys in 
this respect, and we should be ingenious enough to 
develop and present our information so that it 
will be readily absorbed. It is well, however, to 
check our point of view on such efforts, and I 
would suggest that the firms represented here at 
your meeting by these interesting exhibits are 
equally interested in helping you with such plans. 
They specialize in salesmanship, and they are truly 
interested in seeing your hospital succeed. They 
are, therefore, good critics, and will offer many 
constructive suggestions. 


Hospitals should find it practical to adopt a 
broad point of view relative to the scope of their 
institutions in their communities, and if this is 
done the development of popular interest and sup- 
port in the hospital can be accomplished with 
effort that is not involved, but is rather an inter- 
esting. procedure, and likewise it will not add to 
the operating cost. Our communities appreciate 
that we give good care to our patients, but they 
are not all conscious of the fact that we are educa- 
tional and welfare organizations, primarily inter- 
ested in the health of our people. We must take 
time out periodically to analyze ourselves and see 
how we are carrying on our duties, particularly 
our three major functions, namely: (1) care of the 
sick; (2) education of staff and employees; 
(3) public education. I think then we will see that 
we can carry on a broad program for our hospitals 
which will be not only good quality medical care, 
but will be an interesting and attractive feature 
that will promote popular interest in our com- 
munity hospitals. 
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Hospitals Day by Day 


Some Pointed Paragraphs 


@. Hospital administration is a cooperative under- 
taking. 


@. The right to prescribe involves the obligation 
to follow up. 


@ The true humanitarian never becomes recon- 
ciled to suffering. 


@. Medical service, historically viewed, is a spe- 
cialized form of social service. 


@. The patient is the social entity without whom 
the hospital would have no reason for existence. 


@. Hospital relationships with the patient must be 
adjusted to situations that are for the greatest 
part unprecedented. 


@ The scientific and humane care of the patient 
requires that he be kept under observation till the 
natural history of his illness has run its course. 


@ The social and medical exploitation of the ward 
(charity) patient is made easy by his poverty and 
the weakness of his protest. We are, therefore, 
under a double obligation to avoid it. 


@. Adequate medical service is the right and 
privilege of any patient as a self-respecting mem- 
ber of the community. 


q@ The administration of a hospital should have a 
well defined clinical point of view. 


@ Rightly looked at, every death is a clinical 
failure. 


q@. The progressiveness of a hospital is in direct 
ratio to the laboratory spirit which it maintains. 


@. Waste of clinical material in which the hospital 
has failed to cure is, from a broadly human point 
of view, morally wrong. The fact that discoveries 
in the realm of medicine and surgery are not in 
proportion to the amount of available clinical ma- 
terial is striking and calls for serious thinking. 


@. The hospital is under a moral obligation in all 
cases to make every reasonable effort to determine 
the exact cause of death. 


q To ignore the practitioner is to ignore oppor- 
tunities to get at the beginnings of disease. 


@ The sick man has the right to ask for the 
personal interest of the physician to whom he is 
assigned, without regard to any other considera- 
tion than the relief of the condition for which he 
seeks treatment. 
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@._ The introduction of the scientific spirit into the 
practice of medicine, especially into hospital prac- 
tice where the physician can choose his cases if 
he is disposed to do so, has brought with it as an 
undesirable by-product a regrettable lack of in- 
terest in those patients vaguely classified as 
chronic, in whom permanent tissue changes have 
already taken place and in whom spectacular cures 
are no longer considered possible. 


@. The subjection of the medical scientist to the 
laws of commerce is one of the major sins of our 
civilization. 


@. The sick man does not for the moment see the 
necessity for progress in medical science and may 
be permitted an increased degree of selfishness as 
a protective mechanism in his struggle for life. 


@. The problem is how to bring the patient back 
to health by the best methods known and with the 
least discomfort to him, while gathering facts 
concerning his illness which will enable us to im- 
prove those methods. 


@ Many mistakes occur in the hospital before 
they come to the notice of the superintendent 
whose vicarious administrations seem to lend en- 
couragement to their repetition. 


@ It is well to bear in mind that while the busi- 
ness affairs of a hospital may show a surplus or a 
deficit, in scientific matters there is always a 
deficit and never a surplus. 


@ If the administrator were as much concerned 
with the mistakes in the wards of the hospital as 
he is with those that occur in the business depart- 
ments, what an impetus hospital service would 
receive! 


@ Every patient who goes to his grave with a 
clinical secret, unstudied, is a reproach to our 
humanitarian ideals. We must keep faith with 
the dead as with the living. 


@. The study of the etiology of clinical failures is 
the essence of preventive medicine. 


q@ There is nothing that will mature an intern 
more rapidly and cause him to think more deeply 
than the discussion with the nearest relative of 
the advisability of postmortem examination. 


(Paragraphs contributed to Dr. List’s column by 
Dr. E. M. Bluestone) 
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The Hospital Business Office 






T. DWIGHT SLOAN, M.D., St. Augustine, Florida 


hospital financing has never been discov- 

ered. Everything from sweepstakes in 
Ireland to absolute government support in Russia 
has been tried. In recent years, whether we like 
it or not, there has been an unmistakable trend in 
America toward the use of tax funds for the sup- 
port of hospitals. We have become accustomed to 
state or federal support of hospitals for the in- 
sane, for the tubercular, for those suffering from 
contagious disease, and for veterans. In addition 
we find that each large municipality and many 
counties have tax supported general and specific 
hospitals, with facilities for treating every variety 
of medical and surgical condition. More than half 
a billion dollars tax funds were appropriated for 
medical and hospital care in 1936, which is the last 
year for which complete statistics are available. 
This was approximately nine times as much as the 
gifts from philanthropy, which were reported at 
$60,000,000, for the same purpose during that 
year.* 


A COMPLETELY satisfactory method for 


The voluntary charitable hospitals, with a min- 
imum of tax funds allocated to them for treatment 
of city or county patients, must still look to vol- 
untary support, gifts, and endowments to aug- 
ment their all too slender earnings. Since the 
onset of the depression, and more recently the re- 
cession, earnings as well as contributions have 
markedly decreased, while the demand for free 
work has been greatly increased. 


Squaring Hospital Income with Disbursements 


We are familiar with the heroic efforts which 
hospitals in all sections have made and are making 
to reduce expenses and to increase revenue. The 
business office is a very vital link in this chain of 
effort to keep the hospitals solvent. This is true 
no matter what the method may be by which the 
hospital is being financed. Moreover, it becomes 
a matter of urgent necessity for those hospitals 
which depend to a large extent on voluntary 
support, as most of the charitable hospitals do, 
to make certain that the business office is not 
only very competent in the handling of its finan- 
cial affairs, but also that its personnel are capable 
of creating a steady stream of good will toward 
the institution. Good will engenders giving as 


*Report of the Committee to Coordinate Health and Welfare 
Activities of the Federal Government, 1938. 
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nothing else can do. When the public is well 
informed about the hospital and has had happy 
associations with the institution and its profes- 
sional staff and employees, such voluntary sup- 
port is relatively easy to secure. Conversely, any 
mistake or discourtesy may deter many potential 
friends. 


Today we shall try to interpret the work of the 
business office and to discuss its various relation- 
ships within and without the institution. We shall 
not review costs and accounting, important as 
these are, but shall rather confine ourselves to the 
office itself, its functions, its personnel, and its 
relationships. 


Functions 


What are the functions that must be performed 
by the business office? The business office in a 
large hospital may be administered by a business 
manager, assistant to the superintendent, or a 
comptroller, under whom are cashiers, account- 
ants, purchasing agents, switchboard operators, 
store-keepers, bookkeepers, and clerks; while in 
the smaller hospitals the superintendent himself 
assumes the duties of the business manager, hav- 
ing all the departments directly responsible to 
him. Whether the institution be large or small, the 
functions of the business office remain constant 
and must be managed by some one. In a smal) 
hospital, one person may be responsible for duties 
performed by a whole corps of workers in a large 
institution. Some of these functions as outlined 
by Dr. MacEachen in “Hospital Organization and 
Management,” are to keep a record of hospital 
income; to keep a record of the expenses; to col- 
lect and keep a record of the cash receipts; to 
disburse funds, and to keep a record of such dis- 
bursements; to keep a record of all assets and 
liabilities; to gather and tabulate such statistical 
information as may be required to determine past 
performance and future policies; to prepare a 
budget for future operation; to purchase equip- 
ment and supplies; and withal to maintain a co- 
operative interdepartmental spirit, as well as a 
cordial public relationship in order to foster con- 
fidence, good-will, and support. 
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Qualifications of Personnel 


What special characteristics should we look for 
in our business administration staff, such as in- 
formation clerks, admitting officers, cashiers, and 
purchasing agents who come in contact with pa- 
tients, their friends and relatives, as well as the 
business public? It is assumed that only compe- 
tently trained persons could be used. However, 
mere technical competency is not enough. They 
must possess special qualities in addition. 


The first of these qualities I would mention is 
loyalty to the institution. If a man really loves 
the hospital for which he works, he will be eager 
to create good will among those who do business 
with the office, and he will be careful to avoid 
giving offence to any one. A loyal employee is a 
continual booster for the hospital. 


The second quality I wish to stress is sterling 
integrity. There can be no compromise of prin- 
ciple for the sake of expediency. Strict honesty 
is absolutly necessary. 


The other day a hospital treated four persons 
involved in an automobile accident. Three of the 
four stated that they were covered by insurance 
and requested that the charges of the fourth be 
distributed to their accounts, which the insurance 
company would be expected to pay. Naturally, 
their request was flatly refused because it was dis- 
honest, and the hospital could not be party to any 
such deal. When the case is as bald as that there 
can be no question, but often more subtle efforts 
to defraud may present a real embarrassment. 
For example, how about the ambulance firm which 
proposes to give the hospital a percentage on fees 
from calls referred through the institution? Is 
it any more ethical for the hospital to split fees 
from patients than it is for the physician to do 
so? We think not. Another subtle form of dis- 
honest dealing is to accept rebates in the form of 
so called “gifts” from firms who by law or by 
agreement are under contract with their com- 
petitors not to sell below a given figure. Sterling 
integrity is an absolute essential for the business 
office employee. 


The third qualification I would emphasize is tact 
and common sense. Patients and their friends 
and relatives are often upset when they approach 
the business office. It requires kindness and tact 
to reassure them, and common sense is needed to 
make them understand the necessity for what they 
regard as red tape. 


There are many other qualifications—as accu- 
racy, patience, alertness, industry, and impartial- 
ity—which should grace the business represen- 
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these virtues. 


tative of the hospital. We need not elaborate on 
Their desirability is self-evident. 


Relationships 


We turn now to the relationships of the business 
office. Within the hospital the business office must 
be in close contact with each department render- 
ing service to the patient. On the admission of 
a patient, the cashier and the information clerk 
must be notified. The cashier will then open the 
account in order that the regular charges may 
be entered as services are reported. Such entries 
include room and board, board of special nurses, 
x-ray, special laboratory work, operating room 
fees, telephone and telegraph, physiotherapy, 
hydrotherapy, expensive medication, special or- 
thopedic appliances, and so forth. Moreover, 
promptness in sending the entries is necessary 
in order that a complete statement may be ren- 
dered to the patient at stated intervals and col- 
lections made, and any balance be collected on 
the discharge of the patient. Some institutions 
report such charges hourly. Delayed charges, 
coming in after the patient has been discharged, 
are always embarrassing and often most difficult, 
if not impossible, to collect. 


The business office also must purchase all sup- 
plies and equipment required by the various divi- 
sions of the hospital, through the person delegated 
as responsible for this service and on requisitions 
endorsed by the administrator. When these sup- 
plies are delivered the receiving clerk must check 
and report them in order that the inventories may 
be kept up to date. When stores are issued on 
requisitions signed by the superintendent, state- 
ments of such issuance must be sent by the store- 
keeper to the business office so that the depart- 
ment to which supplies are issued may be debited 
for these goods and stores credited by a like 
amount. 


The business office makes up the payrolls for 
the employees. The payment of salaries by check 
instead of in cash is both safer and more econom- 
ical. Moreover the comptroller prepares monthly 
statements of income and expense and annual bal- 
ance sheets ox other statistical tables deemed 
necessary by the administration. He prepares the 
annual budget and issues monthly statements 
for each department showing a comparison of 
budgeted and actual receipts and expenditures. 


In its dealings with others than employees, the 
business office collects the fees paid by patients; 
keeps all accounts; follows up all unpaid accounts; 
and on the authorization of the administrator, 
pays all bills. It also receives and records all 
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income from endowments and all donations to the 
hospital. 


It is evident from this resume of its relation- 
ships that the business office plays a very vital 
and necessary part in the smooth functioning of 
the hospital. 


Location and Plan 


To properly discharge its functions and govern 
its relationships, the business office should be 
centrally located, preferably at or near the main 
entrance. This makes it easily accessible from 
the lobby or corridor. Usually all business with 
the office is conducted over a counter or through 
a cashier’s window. It is desirable, however, to 
have a room connected with the office where a 
patient who is weakened by illness can sit com- 
fortably while paying a bill, or while making 
financial arrangements with the office. 


There must also be a private inner office, closed 
to all but employees of the office, in order to afford 
privacy and protection to the funds in hand. 
Large sums of money should not be held in the 
safe, but kept at a minimum by frequent bank 
deposits. Of course, employees handling money 
should be bonded and insurance carried to cover 
theft or holdup. 


It is desirable that the business office should be 
located conveniently near the office of the super- 
intendent, since the head of the department must 
frequently consult the superintendent concerning 
contingencies whenever questions arise. 


Information Department 


At least two subdivisions of the business admin- 
istration require special consideration. One of 
these is the information department. This division 
usually has the first contact with the patient and 
with the public and can do much to create a favor- 
able atmosphere, or to mar the reputation of the 
hospital. How important it is then that the right 
person be in charge! First impressions are usu- 
ally most lasting. Moreover, the information clerk 
is frequently in touch with the patient and his 
friends during the patient’s entire stay at the 
hospital. The information clerk has a unique 
opportunity to create friendship for the institu- 
tion, if he turns in a creditable performance of his 
duties. However, a show of impatience or discour- 
tesy may bring the hospital into instant disfavor. 


The functions of the information department 
vary somewhat in different institutions, but usu- 
ally include the following duties: To give informa- 
tion concerning the location and condition of pa- 
tients; to issue cards to visitors to patients; to 
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receive, sort, and deliver mail or packages; to 
report the arrival of staff members; to answer 
inquiries concerning the location of the various 
officers and offices of the institution; to direct pa- 
tients and visitors to the various hospital units; 
in short, to do everything possible to make pa- 
tients and visitors feel at home, and to create 
friends for the hospital. To perform these func- 
tions, the information department should be locat- 
ed where it commands the main entrance and exit 
of the building. The office should be open from 
seven o’clock in the morning ’till ten o’clock at 
night. 


Admitting Department te 


Another division closely connected with the 
business office and acting for it when the business 
office is closed is the admitting department. This 
office is chiefly concerned with the admission of 
patients, but it also collects the initial deposit 
upon the patient’s admission; records all dis- 
charges and deaths; makes all transfers of 
patients from one location to another; schedules 
operations; and has the responsibility of arrang- 
ing for the release of bodies from the morgue. 
There again, because of the intimate contacts with 
patients, relatives, and friends, the admitting offi- 
cer, just as the information clerk, must be experi- 
enced, tactful, and able to interpret the friendly 
spirit of the hospital. She must be able to inspire 
confidence in the patient’s attending physician and 
in the hospital itself, and to reassure the patient 
in every way possible. She should also give such 
comfort to anxious relatives and friends as may 
be necessary. She should be richly endowed with 
social understanding and know how to utilize her 
personal gifts and graces to win friends for the 
hospital. 


At the New York Post Graduate Hospital, 
where I spent seven happy years, many regard 
the chief admitting officer, who is an expe- 
rienced nurse with a most sympathetic and agreeé- 
able personality, as the greatest single asset the 
institution possesses. She simply radiates under- 
standing sympathy and creates unmeasured good- 
will toward the hospital. We feel that the admit- 
tin officer is a very vital personage in any 
institution. 


The admitting office should have an outer wait- 
ing room and an inner reception room where the 
patients are actually admitted. There should be 
two telephones. The office should be conveniently 
located near the other administrative offices. 


Mechanical Aids in the Business Office 


In the performance of its duties the business 
office makes use of various mechanical aids: e.g. 
some hospitals have found machine accounting 
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an asset. F. T. Muncie of St. Luke’s Hospital 
in Chicago has recently published a paper on this 
subject.* He feels that with machine accounting 
he can always have at hand any business statistics 
needed and can furnish the information while it 
is still sizzling hot. He looks on the accounting 
machine, however, as an adjunct to organization 
and planning, which he feels are still necessary in 
order to furnish the statistics and reports at the 
time when they are required by the superinten- 
dent and the board of trustees. 


Our experience with machine accounting at the 
New York Post-Graduate Hospital was not so sat- 
isfactory as Mr. Muncie reports. We found that 
until those who operated the machine became ex- 
pert in its use the work was actually slowed down. 
Another objection was that a statement on which 
columns of entries, representing machine subtrac- 
tions and additions as debits and credits were be- 
ing carried forward, was much more difficult for 
the patients to understand than a simple state- 
ment of account would have been. Much time and 
patience on the part of the cashier were neces- 
sary to explain the account to the satisfaction of 
the patient. 


The chief advantage in the use of an accounting 
machine is, as Mr. Muncie states, in having each 
day’s statistics comfortably at hand against any 
demand for them. As individual charges are 
posted to patients’ accounts, the accounting ma- 


*The Modern Hospital, January, 1938. 


chine also classifies and accumulates these items 


_ in as many separate classifications as there are 


separate keys, perhaps twenty or more classifica- 
tions. The machine, when cleared at the end of 
the day, provides a summary of all the accumu- 
lated charges to patients’ accounts. It is not diffi- 
cult to see that from such detailed and varied in- 
formation as the machine affords, statistical 
reports may be quickly prepared with a minimum 
of effort on the part of the clerical force. We wish 
to emphasize, however, that the accounting ma- 
chine, and all other mechanical appliances, are 
useful only as aids, and can never be made a sub- 
stitute for the interest and purposeful endeavor 
of the office personnel. It is the man behind the 
machine that counts. 


Conclusion 


In this discussion we have purposely not spoken 
of costs or accounting, except in passing, but have 
confined ourselves to a discussion of the functions, 
relationships, and practices of the business office. 
We have attempted to show how this office can 
make friends for the hospital or mar its reputa- 
tion. If we have made our points sufficiently clear 
to convince you of the paramount importance of 
this office in creating good will toward the hospital 
from without, as well as smooth functioning from 
within, we shall have ‘accomplished our purpose. 
No present day hospital can be expected to prosper 
unless it has a loyal business office staff who are 
at the same time able, alert, and tactful. 





George P. Bugbee Goes to Cleveland 
City Hospital 


George P. Bugbee, assistant director of Univer- 
sity Hospital, Ann Arbor, Michigan, has been ap- 
pointed superintendent of the Cleveland City 
Hospital, Cleveland, Ohio, to succeed James A. 
Hamilton, who resigned to accept the position of 
administrator of the New Haven Hospital. 


Mr. Bugbee has spent the last twelve years in 
hospital administrative work at the University 
Hospital, Ann Arbor. He was graduated from the 
University of Michigan in 1926 and immediately 
accepted a position on the staff of University 
Hospital as credit manager under Dr. Harley A. 
Haynes. In 1929 he was appointed office manager, 
and in 1936 he was appointed assistant director. 


Mr. Bugbee has long been recognized for his 
qualifications and his ability as a hospital admin- 
istrator. For the past seven years he has been a 
frequent contributor to hospital literature. He is 
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the secretary and treasurer of the University Hos- 
pital Executive Council. His background of train- 
ing and experience well qualifies him for the im- 
portant position to which he has been appointed. 


The appointing authorities in Cleveland are to 
be congratulated upon selecting Mr. Bugbee as 
the superintendent of their fine city hospital. 


Dr. R. H. Oppenheimer Appointed Acting 
Superintendent of Grady Hospital 


Dr. Russell H. Oppenheimer, dean of the Med- 
ical School of Emory University, has been ap- 
pointed acting superintendent of Grady Hospital, 
Atlanta, Georgia, to succeed J. B. Franklin, who 
resigned. 


Grady Hospital is the teaching hospital unit for 
the Medical School of Emory University, and Dr. 
Oppenheimer will bring to this institution a well- 
balanced administration, and will continue the 
excellent service established and maintained by 
his predecessor. 


HOSPITALS 








to you certain conclusions which seem to follow 
from the study of hospital personnel relations 
conducted by the Chicago Hospital Council last 
year. First, because it will allow me, indirectly at 
least, to convey to you who are concerned in the 
operation and management of hospitals, the urg- 
ent need of becoming more cognizant of the recent 
concerted drives in several metropolitan areas to 
organize the non-professional hospital employees 
into vertical unions, and second, because it will 
enable me, in the light of our own experiences in 
Chicago, to offer certain suggestions which may 
serve as guides for hospital administrators and 
trustees in establishing adequate personnel poli- 
cies in their respective hospitals. Believing as we 
do in the Council that matters of mutual impor- 
tance may be most effectively dealt with through 
cooperation, I feel that it is quite inthe spirit of 
our organization to extend to you such recommen- 
dations and conclusions as we may have to offer. 
I should, however, like to emphasize my personal 
responsibility for any opinions or suggestions 
which I may state, since, no matter how objec- 
tively I may wish to present the conclusions drawn 
from a fact-finding study, the possibility of mis- 
understanding or misinterpretation is always 
greater in proportion to the abbreviation and con- 
densation of a restatement. 


AM GLAD to have this opportunity to present 


Formulate General Personnel Policy 


First and foremost I suggest that each hospital 
should formulate, officially adopt, and follow a gen- 
eral personnel relations policy. Just as the absence 
of such a policy may be the occasion for misunder- 
standing between employer and employee, possibly 
leading to ill-advised action on the part of either, 
so the official adoption of and acquaintance with 
such a policy may be the occasion for understand- 
ing, trust, and friendly relations between the vari- 
ous parties concerned. I do not of course have in 
mind the tacitly assumed, general and usually 
vague personnel practices which may prevail in 
a hospital as a matter of traditional course or 
habit, but I have in mind rather an explicitly for- 
mulated, officially adopted and even publicized set 
of principles which defines the responsibilities, 
rights, and privileges of both employer and em- 
ployee—in other words, the unambiguous and 
avowed personnel practices and procedures which 


*Presented at the Hospital Conference of the Midwest Sec- 
tional meeting of the American College of Surgeons, Milwau- 
kee, Wisconsin, March 30, 1938. 


May, 1938 


Hospital Personnel Policy 
ARNOLD F. EMCH, Ph.D., Chicago 






The Author 


@ Dr. Arnold F. Emch is the Executive Di- 
rector of the Chicago Hospital Council. 





are to be followed, observed, and respected in the 
institution. In order to impress all parties con- 
cerned with their importance, these articles should 
be hung in a conspicuous place in the administra- 
tor’s office and copies printed for distribution to 
all employees. 


Some of the arguments in favor of this sugges- 
tion are: 


1 That such action will tend not only to clarify 
the principles governing personnel relations in 
hospitals to the mutual advantage of all concerned, 
but to bring before the administrators and trus- 
tees, as well as the employees, the circumstances, 
conditions, possibilities and limitations of employ- 
ment in the hospital. 


2 That such action will tend to standardize 
personnel policies and procedures in the com- 
munity, thus eliminating gross discrepancies in 
hours, wages, and prerequisites for comparable 
positions—a point of considerable importance 
where unionization of employees is imminent. 


3 That such action will tend to raise the gen- 
eral standards of personnel practice, since admin- 
istrators will not wish to incorporate or crystallize 
unreasonable, unfair, or inadequate procedures 
into an official personnel policy or manual of prac- 
tice. 


4 That a sufficiently comprehensive and well- 
defined personnel policy, if properly authorized 
and followed by a hospital administration, will 
tend to make specific contractual agreements with 
particular groups of employees, superfluous and 
hence unnecessary. This last I consider to be an 
especially important point. 


If the importance of an official personnel policy 
seems to be exaggerated by making it the theme 
of so elaborate an analysis, I ask you to remember 
that I consider it to be the crux of the problem 
of employer-employee relationship in the hospital. 
Our investigation revealed that very few hospi- 
tals had such a policy explicitly formulated, the 
result of which was that not infrequently em- 
ployer as well as employee did not have a sufficient 
grasp of the facts and issues involved to conduct 
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even a satisfactory preliminary conference on per- 
sonnel problems. On more than one occasion em- 
ployee representatives would confer with a hos- 
pital administration only to waste some two or 
three hours in a conference, the sum and sub- 
stance of which was misunderstanding. This mis- 
understanding was especially unfortunate when, 
as in several such instances, there existed a bona 
fide willingness on the part of the administration 
as well as of the employees to do the right thing in 
a difficult and tense situation. If at such times 
an explicitly formulated personnel policy were 
available as at least a basis for discussion, much 
long-drawn-out, bitter, and fruitless strife could 
be avoided in the field of hospital personnel rela- 
tions, where it is so important that factional 
differences and grievances be made secondary to 
the real functions of a hospital, viz., the welfare 
of the patient. 


Outline of a Proposed General Personnel Policy 


This leads me to a discussion of the major items 
which should be considered in the formulation of 
a personnel policy such as I have suggested. 


1 The hospital management should declare it- 
self unambiguously as willing to discuss any mat- 
ter affecting employment in the hospital with its 
employees or their representatives. This right to 
discuss working conditions with the management 
does of course imply that the administration can- 
not grant exclusive bargaining rights to any one 
organized group of employees. 


Such exclusive bargaining rights should not be 
granted any single group of hospital employees, 
because (a) such rights would imply jurisdiction 
of that group over employees who are not mem- 
bers of that organization or group, (b) exclusive 
recognition would indicate unwarranted partiality 
on the part of the administration toward vertical, 
craft or trade unions as the case might be, where 
both types of organizations exist, and (c) in a 
period of unstable and shifting labor organizations 
and policies it would seem unwise for an adminis- 
tration to accept a given situation as fixed in per- 
petuity. 


2 The hospital management should not dis- 
criminate against employees or applicants for em- 
ployment because of either membership or non- 


membership in the union. This, of course, pre- _ 


vents the hospital from adopting a ‘“‘closed shop” 
policy. It is generally admitted that no other 
arrangement in hospitals is feasible, since a 
“closed shop” policy requires (a) that a specific 
union be geared to provide and guarantee the cali- 
_ ber of trained personnel in all non-professional 
fields, (b) that its membership roster in these 
ranks of hospital employees would have to include 
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all such persons now employed in hospitals, since 


_ they would otherwise have to be discharged, and 


(c) that all matters of hiring or termination of 
employment be referred to a union agent or com- 
mittee for decision—a procedure which would 
definitely remove from the hospital administrator 
that final measure of responsibility which must be 
his in any efficiently-run institution. 


3 The converse should also be stated, viz., that 
the hospital administration retain the liberty to 
employ whomsoever it wishes and to discharge 
and transfer employees as may be deemed best. 
This is the “open shop” principle. 


4 The hospital should adopt a minimum total 
monthly wage for women and a minimum total 
monthly wage for men consistent with prevailing 
wage rates in the community for comparable types 
of work, insofar as this is commensurate with the 
institution’s ability to finance its operations. In 
computing total wages, deductions should be made 
for three meals per day or for single meals if for 
less than three meals per day; for single room per 
month; for room occupied by two per month; and 
for hospitalization and medical care when these 
are provided. 


For persons entering hospital employment at 
minimum wages and rendering satisfactory serv- 
ice there should be an automatic increase of a 
certain amount per month at regular intervals of 
six or twelve months until the maximum wage is 
reached. 


5 The hospital management should adopt (a) a 
definite maximum of hours per day, completed 
whenever possible within a stipulated period of 
hours, (b) a definite maximum of hours per week 
and (c) one full day’s rest in seven or two half 
day’s rest in seven. 


6 The hospital should endeavor to provide 
steady and continuous employment throughout 
the year, subject only to major variations in the 
demand for hospital service. 


7 The hospital should give due recognition of 
ability, efficiency, physical well-being, and personal 
habits in promotions, lay-offs, and re-employment. 
Special consideration should be given to seniority 
and if possible to the employee’s economic respon- 
sibilities. 

8 The hospital should provide a stipulated 
amount of health services to its employees. 


9 The hospital should whenever possible pro- 
vide opportunities to employees to improve their 
skill through education or experience. The admin- 
istration should regularly review its salary sched- 
ules to correct inequities and reward increased 
ability, efficiency, and responsibility. 
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10 The hospital should give to its maintenance 
employees a reasonable period on notice of dis- 
charge or in lieu of notice a cash payment for a 
like period. 


11 The hospital should arrange a definite 
schedule of vacation periods with pay, varying 
for non-professional, professional, clerical, and ad- 
ministrative employees, with special consideration 
given those persons whose work exposes them to 
special health hazards. Those who have had less 
than one year’s service should receive one-twelfth 
of the scheduled vacation for each month of em- 
ployment prior to June first. Terminal vacations 
should not be given. 


A definite number of specific legal holidays 
should be recognized by the hospital. Persons who 
must work on these holidays should be given time 
off in the seven days preceding or following the 
holiday whenever possible. If not possible, a day 
should be added to the next succeeding vacation 
allowance. Holidays occurring while an employee 
is on vacation should be counted as part of his 
vacation. 


On the fifth, tenth, fifteenth, etc., anniversary 
of employment an employee should be granted an 
extra week of vacation. For the intervening years 
the vacation should revert to the regular schedule. 


Split vacations should be granted only by special 
permission of the administrator. 


Whenever possible, employees should relieve 
each other in periods of sick leave and vacation, 
without assistance from extra personnel. 


12 The hospital should grant a specific maxi- 
mum period for sick leave for non-professional, 
professional, clerical, and administrative em- 
ployees with special consideration given those per- 
sons whose work exposes them to special health 
hazards. Sick leave should be granted only when 
recommended by a staff physician and should be 
taken when directed by the authorized physician 
as a protection to patients and other employees. 


Any sick leave to which an employee is entitled, 
if not used in one calendar year, should be added to 
the vacation period of the next succeeding calen- 
dar year. With this exception, neither vacations 
nor sick leaves should be cumulative from year to 
year. 


13 The hospital should provide opportunity for 
the non-professional employees to elect an em- 
ployees’ committee. Any matter concerning hours, 
wages, or other working conditions may be pre- 
sented by this committee to the administrator and 
through him the Committee on Hospital Personnel 
Relations of the Board of Trustees. 


14 The hospital should require loyal and effi- 
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cient service for the full working period specified 


_ for each position and readiness in genuine emer- 


gencies to work as long as may be necessary to 
safeguard the welfare of patients. 


15 The hospital should require employees to 
follow faithfully the instructions of appropriate 
administrative officers. 


16 The hospital should expect employees to do 
everything possible to promote good feeling and 
pleasant relationship among all employees, be- 
tween employees and management, and among the 
working force, patients, and public. This automat- 
ically excludes picketing. 


17 The hospital should expect employees to 
give reasonable notice of intention to leave its 
employment. After giving such notice the em- 
ployee should continue at work as usual for the 
remainder of his stay. 


18 The hospital should not countenance any 
joint action of employees causing an interruption 
of any phase of the hospital’s service or jeopardiz- 
ing the safety, welfare or recovery of hospital 
patients. This automatically precludes strikes and 
stoppages of work. 


19 The hospital should not permit proselytiz- 
ing for union membership during working hours 
and on hospital property. The hospital should not 
countenance the use of coercion or intimidation to 
force its employees into membership in any organ- 
ization. 

Conclusion 


The aforementioned points constitute a general 
outline for a personnel policy. Obviously no at- 
tempt has been made here to suggest specific 
wages, hours, perquisite values, specific vacation, 
and sick leave periods, etc., or to specify the many 
details incident to the application of such a general 
formula to a particular institution. Such appli- 
cation would require not only an intimate knowl- 
edge of the institution’s resources and any special 
conditions which may exist in the hospital or the 
community, but personnel studies such as job 
analyses and job gradings and consultations with 
other hospitals and institutions in the immediate 
vicinity. 

Finally and in summation I should like to say 
that in matters of personnel practice I am present- 
ing here a plea for articulation and clarity as 
against obfuscation and secrecy. If the hospital 
administration will carefully and realistically 
think through its personnel problems, it will then 
be in position to state what it can and should do 
and what it cannot and should not be expected to 
do. Such a declaration of position is a direct 
avowal of social responsibility and cannot but cre-- 
ate confidence and understanding on all sides. 








Management of Hospital Supplies 


SISTER LYDIA, M.S., R.N., Birmingham, Alabama 


phase of hospital work to which hospital ad- 

ministrators are attaching more and more im- 
portance. If our supply room shelves were filled 
with money in place of merchandise, would we not 
devise a system of management and control which 
would eliminate all sources of waste or leakage? 
Yet we all know only too well that the supplies on 
our storeroom shelves represent money. Even 
though my experience in managing the supplies of 
our hospital has been for no longer than a few 
years, I have given the subject some considera- 
tion and have attempted to perfect a system 
whereby I could have the management of supplies 
directly under my control. I am grateful to Dr. 
MacEachern for the assistance I have received 
from his book on Hospital Organization and Man- 
agement and I have tried to adapt the system rec- 
ommended by him to the management of the sup- 
plies at St. Vincent’s. 


To management of hospital supplies is a 


The subject may be divided into three main 
divisions or topics: 


Purchase of supplies 
Checking and storing of supplies 
Issuing of supplies 


Three Methods of Purchasing 


Dr. MacEachern has described several estab- 
lished methods of purchasing supplies. I will give 
you a brief outline of these. First, there is the 
departmental system often called decentralized 
buying wherein the various members of the per- 
sonnel, usually the heads of the departments have 
authority to purchase. The department heads or- 
der the goods for their department, receive it, 
check the invoices, and send them to the book- 
keeper. There are many disadvantages to this 
system. The purchasers, having little time for 
buying, may purchase to bad advantage, both eco- 
nomically and in the selection of the article pur- 
chased. Several departments may use the same 
article and in separately ordering deprive the hos- 
pital of the benefit of quantity buying and ship- 
ping. There are times, too, when the department 
heads, being engrossed in their work, will over- 
look putting in an order, thus allowing the supply 
to become exhausted. This necessitates emergency 
rush orders at added expense. It is quite possible 
for dishonesty to arise among these numerous 
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buyers. With a system such as this in operation, 
an undelivered invoice in the accounting depart- 
ment would necessitate a complicated search 
among the various buyers. Time is wasted and 
dispositions are ruffled. 


A second method of purchasing that has been 
described is a system of centralized control which 
permits the department head to purchase his sup- 
plies under the control of the administrator. This 
system, though one which records the purchase 
and traces the invoice, has the same disadvantages 
as departmental buying. 


A third method is that of centralized buying. It 
is without doubt the most efficient and advan- 
tageous system. One person controls all. He in- 
vestigates all orders for purchase of supplies. He 
must be conversant with all the general operating 
conditions and requirements for efficient and able 
purchasing. To be efficient and successful he must 
cooperate with the heads of all the departments. 
He must also have an adequate knowledge of ma- 
terials so as to buy on the basis of quality. There 
is a standard for many of our hospital supplies 
which has been determined by the National Bu- 
reau of Standards. <A copy of these standards can 
be secured from the Superintendent of Public 
Documents, Washington, D. C. The buyer should 
educate himself on the standard quality of articles 
to be purchased. Much valuable information can 
also be gained from salesmen who, as a rule, know 
more about their particular commodity than any- 
one else. 


What the Buyer Must Know 


In many cases there are still no accepted stand- 
ards. In these instances the buyer must know in- 
dividual brands and labels and their comparative 
values. The purchasing agent must be honest and 
it is necessary for him to know and depend upon 
reliable firms. At times he will be tempted at an 
apparent bargain from an unknown dealer or from 
one who is known to be of doubtful integrity. If 
he is honest he will not hesitate to reject the ap- 
parent bargain. In his contact with the represen- 
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tatives of reliable and established dealers he gains 
for himself an education and forms business 
friendships which often secure for him very def- 
inite purchasing advantages. 


Besides determining a standard as to quality, he 
must also determine a standard as to quantity. He 
must estimate the maximum and minimum stock 
to be on hand. His greatest aid in determining 
quantity is to have a perpetual inventory. From 
it he can determine the quantities issued and con- 
sumed by the various departments in a given time, 
so that in putting in an order he can estimate the 
quantity needed. This prevents overstocking on 
the one hand and shortage of supplies on the other. 
The buyer must also be able to decide whether his 
goods should be bought in the open market for 
immediate consumption, whether he should take 
advantage of a low price and buy a reasonably 
large quantity for future consumption, or whether 
he should buy on contract. Some commodities are 
best purchased on contract when he can foresee 
a steady consumption over a specified period of 
time. This is especially true of gauze, cotton, sur- 
gical dressings, ether, and coal. In all events pur- 
chasing is a matter of judgment based on experi- 
ence. In a large institution this duty is assigned 
to a purchasing agent who is employed especially 
for the purpose. He works under the supervision 
of the hospital administrator. In smaller institu- 
tions this duty belongs to the administrator him- 
self. In either case whether he or his agent is 
the buyer, it is always the responsibility of the 
hospital administrator. 


Responsibilities of the Hospital Buyer 


Whenever it is possible prices from different 
dealers should be secured. It is only fair to both 
buyer and dealer to state definitely the quantity 
and quality of the materials to be purchased. This 
will be the means of making comparison of prices 
on a quality and quantity basis. A check may be 
made of the stock on hand or the perpetual in- 
ventory may show the stock to be at a minimum. 
It is then that the storeroom clerk makes a requi- 
sition for purchase of a supply. Requisitions may 
also come from one of the department heads for 
special supplies from his department. An exam- 
ple would be x-ray or laboratory supplies. Whether 
the requisition is for general supplies in the gen- 
eral storeroom or for the more technical supplies 
of a specialized department, the order is taken 
care of by the buyer. 


It is the duty of the buyer to canvass the mar- 
ket, compare qualities and prices of various 
brands, and then buy on a basis of actual value. 
Since his purchase is rarely made for immediate 


May, 1938 





delivery he is further enabled to order sufficiently 
in advance to take advantage of the lower rates 
of slower transportation. If the order is made for 
goods not routinely carried in stock, as in the case 
of special equipment, the purchasing agent should 
investigate the different angles of the transaction 
with the department head, and after conferring 
with him as an advisor, he should assume the re- 
sponsibility of the purchase. 


After the buyer has issued his purchase order, 
he retains and keeps on file a duplicate. When 
there is a purchasing agent and a storeroom clerk 
it would be advisable to have the order made out 
in triplicate so that each may retain a copy of the 
order. In the smaller institutions where the ad- 
ministrator looks after this department it is nec- 
essary to have the order only in duplicate. 


The Perpetual Inventory—Its Advantages 


When the order is received it is at once un- 
packed and checked against the invoice or pack- 
ing slip if these accompany the order. These are 
then checked against the purchase order. Nota- 
tions are made on the invoice of errors, should 
they occur.. The checked invoice bearing the O.K. 
of the buyer and the storeroom clerk, is then sent 
to the accounting department. It is my practice 
to retain the O.K.’d purchase order to make the 
entries in the perpetual inventory. The inventory 
consists of a visible loose leaf ledger. There is a 





ledger sheet for each commodity and as goods are 


received they are credited on the ledger sheet 
showing in one column the amount received, in a 
second column the amount dispensed, and in a 
third column the total amount on hand. 


The term “Perpetual Inventory” may be awe 
inspiring to us and may even terrify us at the 
thought of added red tape. In my experience I 
have found it to be a most helpful record. It re- 
quires very little time and the entries are made 
with great simplicity. The perpetual inventory 
tells one at a glance just what is on hand in the 
storeroom. It is not only a check on the store- 
room, but it is a detailed statement of the quan- 
tities of all goods received and issued. At any 
time one is able to determine the quantities pur- 
chased and the seasonal variations. Since it shows 
the total amount of goods on hand it conveys a 
warning when stock is running low. It is an ac- 
tual accounting form and may be used for check- 
ing the receipts, issue, distribution, and inventory 
without the necessity for more complicated refer- 
ences to the different accounts. 


The inventory should be checked periodically 
with the actual amounts on hand in the storeroom 
to determine any leak or abuse. It enables one 
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to keep as exact an account of one’s supplies as is 
kept of the cash receipts and disbursements. 


If when checking supplies into the storeroom, 
one finds a shortage, this should be noted on the 
invoice sent to the business office, and also on 
the purchase requisition. It is then necessary to 
notify the dealer by letter of the error in ship- 
ment. In making this notification by letter one 
has on file a permanent record showing that the 
dealer has been informed of his error. 


Dr. MacEachern has made it clear that there 
will arise some variations and exceptions where 
centralized buying will not be satisfactory. The 
hospital pharmacy is the first exception. Phar- 
macy supplies make up a specialty which requires 
the training of a pharmacist as buyer. At the 
same time drugs are usually issued in broken bulk 
so that it would be impossible to keep an accurate 
record. It is the duty of the pharmacist to pur- 
chase and issue all pharmacy supplies. A second 
exception is the purchasing of perishable food 
products. The dietitian is best qualified to judge 
the quality and quantity of this produce. 


Central Supply Room 


Space should be reserved in every hospital to 
be used for a central supply or storeroom. This 
should be equipped with convenient shelves, bins, 
and cabinets for storing all general supplies. The 
size and arrangement will depend upon the size 
of the hospital and the quantity and variety of 
supplies on hand. Lower shelves should give 
larger space for storage of large and heavier bulk, 
while the higher shelves should be smaller for the 
storing of smaller articles. It is well to classify 
supplies into various divisions and keep these to- 
gether. For example, the janitor supplies, should 
be together, surgical supplies together, China and 
glassware together, household supplies together, 
etc. This is a time saver in dispensing supplies. 


The hospital storeroom should also keep the sup- 
plies in proper condition so as to prevent waste 
or deterioration. Some supplies may be injured 
by dampness, or by heat, and this should be 
watched. Buying right is only half the prob- 


lem, the other half consists in the proper storage, 
and the proper control of dispensing supplies. Food 


- products and drugs should not be kept in the gen- 


eral storeroom. Since these supplies are under 
the supervision of another, there will be no incon- 
venience in having them in separate storerooms. 


Issuing Hospital Supplies 


In order to systematize the work of the store- 
room a definite day or two definite days each week 
should be specified for the issue of supplies. Requi- 
sitions made out by the heads of the various de- 
partments and bearing their signature should be 
sent to the storeroom early on the morning of 
these supply days. Emergency ordering should be 
discouraged as much as possible, but when an 
emergency does arise it should be handled as 
promptly as possible so as to avoid delay in ren- 
dering service. When articles are worn out or 
broken, they should be presented to the storeroom 
for exchange. For all ordinary supplies the sig- 
nature of the department head on the requisition 
is sufficient for the storeroom clerk to issue sup- 
plies. When extraordinary supplies or equipment 
are requested it is necessary for the requisition 
to be O.K.’d by the administrator. 


If possible the administrator or some other per- 
son in authority should make periodic checks both 
on the storeroom and on the inventory. This can 
be accomplished by selecting a test page and com- 
paring the quantities registered in the inventory 
with the actual quantity on hand in the supply 
room. 


In conclusion I would say that the key to the 
efficient management of a hospital lies in the su- 
pervised control of the hospital supplies. The pur- 
chasing department is one of the focal points to 
permit judicious economy. Such a large part of 
the hospital funds are absorbed through the chan- 
nel of purchasing that haphazard methods should 
be discouraged at all times. Commodities should 
not be purchased blindly, and issued indiscrim- 
inately. Every hospital administrator should de- 
velop a system which permits continuous super- 
vision of the hospital supplies. 
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How Many Hospital Beds Do You Need? 


W. P. MORRILL, M.D., Chicago 


When a community group considers the estab- 
lishment of a new hospital there is one question 
that it must face at the very beginning of its de- 
liberations: 


How many beds does the community need? 


The securing of funds for the initial building 
program may be difficult, but the assurance of 
funds for future maintenance and operation is 
usually more difficult even though less apparent. 
The hotel aphorism that “the most expensive thing 
in the house is an empty room” holds equally true 
in the hospital. The inescapable overhead and 
“readiness to service” costs usually constitute as 
much as eighty per cent of the total cost of opera- 
tion and continue with little possibility of change, 
whether the occupancy—and therefore the income 
—is high or low. It thus follows that the more 
closely the capacity of the hospital is adjusted to 
the needs of the community the happier will be 
its future financial lot. 


The Committee on Hospital Planning and 
Equipment of the American Hospital Association 
made a study (1) of the need for “Acute beds per 
thousand of population” and considered that the 
need for large metropolitan centers was five beds 
per thousand of the city’s census; for cities serv- 
ing as medical centers for extensive districts, four 
to five beds per thousand; for smaller cities up 
to three or four beds per thousand; and for rural 
districts from one up bed per thousand. The com- 
mittee emphasized that these ratios should be used 
to suggest but not to determine bed quotas. 


Neergaard? reviewed the census of twenty-four 
hospitals in detail and found: 


1 Hospitals that operate at relatively high 
average capacity have fewer days of high 
census 


2 Hospitals of smaller capacity experience 
wider fluctuation than the larger 


3 Peaks may occur in any month, but are 
most prevalent in March, April, and May 


He concludes that the proper adjustment of the 
supply to the demand requires a study of the fol- 
lowing factors: 


1 There must be an estimate of the future 
average census and then a factor of safety 
set up to care for overloads 
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2 The need for additional beds in any com- 
munity should be proved from the stand- 
point of the community as a whole, taking 
into consideration general population 
trends, the average utilization of existing 
beds over at least five preceding years, and 
the general tendency for reduced rather 
than increased hospitalization; perform- 
ance of the individual hospital for the same 
period with particular reference to the 
ability of the staff to fill the proposed new 
beds, and on the basis of a detailed analysis 
of the hospital occupancy statistics depart- 
ment by department, for a considerable 
period. From these data probable occu- 
pancy curves on each basis can be plotted 
and harmonized and from these curves the 
number of required beds can be determined. 
In deciding the number of beds to be pro- 
vided he points out the extremely short 
duration of peak loads and concludes that 
five beds for each four normally occupied 
beds—a reserve of twenty-five per cent—is 
adequate. 


Davis’ studied ninety-three hospitals in cities of 
over 100,000 population, and concludes that there 
is no rational basis for determining the needs of 
any community except a special local study of that 
community. He cites the following as the vari- 
ables which must be taken into consideration: The 
attitudes and customs of the local medical pro- 
fession, and of various sections of the general 
public toward hospitalization ; the degree to which 
hospital staffs are open or closed; the incomes and 
paying power of the local population; the presence 
of a medical school or of a government hospital; 
the existence of hospitals in small cities adjacent 
to the larger center, and the extent to which hos- 
pital beds in the city care for non-residents. 


Bed Need in Smaller Communities 


In view of the fact that the larger communities 
are in general much better supplied with hospital 
facilities than the smaller ones, and that during 
the last three or four years there has been a major 
movement toward the establishment of hospitals 
in the smaller communities, this study has been 
limited to cities of not more than 75,000 popula- 
tion, and these cities have been divided into two 
groups; one group representing cities of less than 
25,000 population and another group including 
cities of 25,000 to 75,000 population. The smaller 
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group consists of cities which could be better 
served by one hospital than by two or more, the 
larger group which is more likely to have (needed 
or not) more than one hospital. It should be 
noted likewise that the smaller group is less likely 
to have outstanding specialists, and therefore will 
in all probability draw a minimum of patients 
from outside its normally tributary area. The 
second group of cities is large enough to have a 
more plentiful supply of specialists in the various 
branches of medicine and will therefore be likely 
to draw more from outside its normal area and 
even from smaller cities—cities having hospitals 
but scarcely to be considered as medical centers 
except in a very limited sense. 


The study includes all cities in the two size 
categories in the states of Illinois, Indiana, and 
Wisconsin, an area sufficiently large to permit a 
fair sampling, and does not include either mental 
or tuberculosis hospitals. 


It should be noted, however, that some unpub- 
lished findings of the hospital census of the United 
States recently conducted by the United States 
Public Health Service developed two rather con- 
sistent rules: 


The denser the population the more hospital 
beds there are per thousand of population, and 
the more beds per thousand of population the 
higher the utilization rate of the beds provided. 


Problem Is Local 


That any general rule is too general to permit 
of application to an individual city or other lim- 
ited area becomes quite evident from a compari- 
son of the size of the cities and the number of beds 
per thousand of population as shown in the ap- 
pended table. It is quite evident that there are 
so many variables entering into each situation 
that it would be futile to attempt any estimate of 
beds needed by the application of any general 
rules. 


Relation to a city which is definitely a medical 
center is usually considered to drain patients from 
the contiguous territory, and thus require a re- 
duced number of beds for this area. But cities 75 
and 76 are separated from Chicago by the center 
of a street only, and 58 only forty miles away, 
had an average of 5.00, 3.94, and 5.5 beds per 
thousand of population occupied in 1937 while 
cities 77 and 71 but a short distance farther away 
had 1.94 and 1.95 respectively. 


City 7 is small, is center for a very sparsely 
settled area, and has only fair road facilities, but 
had the highest occupancy of any city in the three 
states—11.1 beds per thousand of population. 


50 


City 1 is little more than one-third as large as city 
No. 50 and only twelve miles distant. It has no 
advantage in type of population or in road facili- 
ties, but showed an occupancy of 8.52 as compared 
to 6.6 for its larger neighbor. City 66 is located 
within sixty miles of the most highly advertised 
surgical center in the United States, but shows an 
occupancy of 8.6 per thousand as compared to 6.23 
for its somewhat larger sister which is the home 
of a medical school which operates its own hos- 
pital open to any citizen of the state, and in an 
even more highly industrialized city than its 
smaller sister. City 68 is but twenty-five miles 
from 47 and a full third larger but still showed an 
occupancy of but 2.01 beds per thousand as com- 
pared to 4.2 for its smaller neighbor. Cities 54 
and 63 are very nearly of the same size and sepa- 
rated only by a street liné, but 54, the smaller of 
the two, shows an occupancy of 3.74 as compared | 
to 1.9 for its neighbor—almost twice as high. 


Similar studies in other parts of the area lead 
to comparable results. They all lead to the in- 
escapable conclusion that there are elements other 
than population, either urban or tributary, trans- 
portation facilities, or even the size of the hospital 
itself that are responsible for these discrepancies. 


Elements to Be Considered 


It is fair to assume that the larger the city the 
better it is supplied with specialists in the various 
branches of medicine who might be expected to 
draw patients from longer distances. 


It may likewise be assumed that the larger the 
city the better its hospitals will be equipped with 
diagnostic and therapeutic accessory services 
which in turn would tend to draw “consultation” 
cases from greater distances. 


In cities of comparable size it is fair to assume 
that the level of professional ability of the medical 
staff is comparatively equal. 


But viewed from the standpoint of occupied 
beds these assumptions break down. It is very 
evident that in the majority of cases the number 
of beds needed as determined by the number in 
actual use, is dependent on some local conditions 
which can be determined only by unbiased and 
painstaking study on the ground. 


The variables to be sought for in each situation 
are many. Some seem to be inherent in local con- 
ditions over which the hospitals themselves have 
little or no control. Others appear to be the result 
of a variety of factors which broadly may be 
grouped as public relations. 


Variables inherent in the local conditions are 
geographical location, economic and industrial 
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character of the immediate community, density of 
population, and transportation accessibility of the 
tributary area or what is referred to by Chambers 
of Commerce as the “trade area,” the presence or 
absence of hospitals conducted by religious sects 
and the loyalty of the communicants of these sects 
to their hospitals. 


These are conditions which the hospital must 
accept as it finds them, but all of which must be 
properly evaluated before deciding how many 
beds the community needs and can support. 


Factors Controlled by the Hospital 


But that large group of factors loosely referred 
to as public relations includes all those which are 
in varying degree within the control of the hos- 
pital itself. The first question to present itself 
is the adequacy of the physical plant, and 
adequacy is just what is meant. It does not imply 
a four-foot whistle on a two-foot boiler. It means 
how closely fitted is the hospital to the needs of 
the community. If the community is small and 
the available medical profession only average, it 
would be futile to burden the hospital with elabo- 
rate accessory services which the local medical 
profession are unable to use wisely or for which 
the patients’ need is so small that their useful- 
ness does not justify the cost of their installation 
and maintenance. Ninety to ninety-five per cent 
of cases are so simple and present so few compli- 
cations that they can be successfully treated with 
a minimum of such accessories. And if there is 
available a much larger, better equipped, and 
better staffed hospital within reasonable accessi- 
bility, a large proportion of these patients will go 
there in the first instance, due to attraction by the 
reputation or superior skill of the available 
specialists. 


The professional service of the hospital can not 
hope to rise above the medical skill and zeal of its 
staff. But the hospital has it within its power to 
improve both these qualities through proper or- 
ganization and control of its staff, not only a 
privilege but a duty of its governing board as 
shown in repeated court decisions. In any esti- 
mate of the hospital potentialities it is therefore 
necessary to consider very carefully both the 
capability and willingness of the governing board 
to so manage the affairs of the hospital that it will 
discharge its full duty plus to the community. 


The qualifications of the board can usually be 
judged by the qualifications of the executive it 
selects to administer the affairs of the hospital. 
Hospital executives are citizens of the world and 
will usually gravitate where remuneration and 
working conditions are most to their liking. The 
capable superintendent insists upon not only a 
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remuneration commensurate with the size of the 
hospital and the responsibilities involved, but to 
function effectively must be permitted sufficient 
liberty of action to enable him to exercise that 
professional judgment he must be presumed to 
possess. 


Religious sectarianism often enters into the 
problem, and the smaller the community the more 
likely it is to arise, provided the hospital is under 
sectarian sponsorship and particularly if there is 
more than one sectarian hospital available. Some 
sects are more loyal to their own institutions than 
are others, but in any case sectarianism wields a 
marked influence on the patronage of the hospital 
and must always be taken into consideration. 


Public relations, in its narrower interpretation, 
is a major factor in the patronage of the hospital, 
and is one element over which the administration 
can exercise a marked influence. 


The good repute of the hospital begins with its 
relations with the individual patient. Few patients 
know whether the technical detail of their treat- 
ment has been good, bad, or indifferent. But they 
all know if they have been graciously received, 
and treated with consideration, if their room is 
clean and comfortable, if their meals are tastefully 
served, and if they have in general been accepted 
as human beings instead of just another “case.” 


The public is rarely able to judge the profes- 
sional performance of the hospital, but it usually 
forms its estimate from the attitude of the per- 
sonnel and from the stray gossip it hears from 
patients, personnel, and staff. 


Such publicity as the hospital receives through 
the press may be good or bad according as the 
writer is favorably disposed or not. And the im- 
pression the public receives is more often de- 
pendent on the turn of a word than on the facts 
involved. 


The harmony of the staff is likely to have more 
influence than their professional ability. Even a 
group of mediocre ability working together in 
harmony, and in wholehearted loyalty to each 
other and to the institution, is likely to give better 
care to the patient and a better reputation to the 
hospital than a group of temperamental stars ever 
ready to criticize their associates or the operating 
personnel of the hospital. 


There is in every community a basic number of 
beds which are needed. But there is an even 
larger potential need. This potential need includes 
a geographical element—the no man’s land be- 
tween the community in question and its neigh- 
bors—and the patients may go either way accord- 
ing to the esteem in which the rival institutions 
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Table I 
Beds 
Population Beds, 1937 per 1,000 population 
City 1930 Total Av.census Total Av. census 
se on ee 9,539 145 80 15.5 8.52 
Breisis pies 9,867 43 22 4.35 2.27 
Bis teow 10,012 76 33 7.5 3.26 
Mais kate ates 10,083 37 26 3.43 2.41 
aE 10,345 50 42 4.82 4.05 
Doi eit tes 10,618 42 19 3.95 E37 
May a oieiata 10,622 202 118 19.0 4h. 
Se eps 10,635 40 19 3.76 1.78 
or 10,741 75 31 6.97 2.89 
eo 11,625 60 26 5.5 2.22 
2 5 ee 11,946 35 20 2.93 1.67 
‘Pen rage 12,196 43 25 3.54 2.06 
EO 12,203 53 27 4.35 2.25 
BAe Si se oo 12,583 50 33 3.98 2.63 
| eer 12,730 48 30 3.78 2.36 
ee ee 12,795 40 26 3.13 2.04 
|! Sa ee 12,855 118 76 9.7 5.9 
BBE coetices 13,060 155 117 11.9 8.97 
BOD ses: ean bs 13,149 85 56 6.45 4.26 
a ee 13,420 26 21 1.94 1.57 
| ee ee 13,623 75 51 5.5 3.74 
Mc atehine ace 13,734 50 30 3.64 2.18 
BED sigs oithaveiw 14,027 75 49 5.35 3.5 
OMe its acai 14,055 90 56 6.40 3.98 
-. ae 14,631 43 28 2.94 1.91 
BE piesa a's 14,728 125 76 8.5 5.15 
SRP rr 15,094 63 42 4.18 2.75 
ee a 15,755 124 84 7.85 5.32 
ere 16,129 53 40 3.28 2.49 
OE a 16,374 95 32 5.8 1.96 
ee 17,093 110 76 6.45 4.45 
Ae 17,427 276 162 15.8 9.28 
BB in wexne 17,564 92 52 5.17 2.92 
ar 17,716 153 81 8.65 4.57 
Deh eax 18,227 36 28 1.98 1.54 
Dec ouis kn 18,508 90 68 4.75 3.56 
Pe ea 20,348 110 60 5.4 2.94 
Sees sane 20,620 120 64 5.92 3.11 
PP iwistece es 21,628 120 67 5.54 3.1 
| US er 22,045 185 111 8.2 4.92 
| eae 22,321 125 37 5.6 1.66 
Bea wens 22,963 120 72 5.25 3.14 
ee 23,611 80 48 3.38 2.15 
eee ee 23,758 225 131 8.65 4.57 
RO cannes 24,496 55 32 2.24 1.31 


are held, and the loyalty and repute of their pro- 
fessional staffs. Another borderline group is those 
whose disability is such that it may be treated at 
home. The maternity case is representative of 
this group. Again the esteem in which the hos- 
pital is held is very often the determining factor. 


These are but a few of the variables entering 
into the determination of the number of hospital 
beds a given community needs, and will use. Group 
statistics covering a large population—probably in 
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the hundreds of thousands—give a general idea of 
the need for the area as a whole, but any effort 
to apply such estimates to any specific commu- 
nity—particularly one of less than one hundred 
thousand of population—is almost certain to prove 
misleading. 


Each such community must be studied on the 
ground if regrettable errors are to be avoided. 


The tables show acute general hospital beds 
available and used in cities of less than 75,000 
population in Illinois, Indiana, and Wisconsin. 


Table I—Cities of 9,500 to 25,000 population. 
Table II—Cities of 25,000 to 75,000 population. 





Table II 
(Cities of 25,000-75,000 Population) 
Population Beds, 1937 ——— per ale an 

City 1930 Total <Av.census Total Av. census 
Ee a 25,130 103 73 4.8 3.46 
2 Ore tera 25,267 200 107 7.85 4.2 
Marco tt 25,819 100 49 3.86 1.89 
reece 26,240 355 193 13.6 7.35 
BOs sien nee 26,287 285 173 10.85 6.6 
2 ene 26,735 150 53 5.65 2.0 
Dies sins ka oe 28,630 102 60 3.6 2.1 
Bi ols Guiae 28,830 182 102 6.3 3.54 
Bebe cuore fs 32,236 273 121 8.45 3.74 
area fo 32,493 125 74 3.76 2.28 
Oenaro Nawtern 32,843 100 57 3.13 1.78 
2 Fer 32,949 75 34 2.28 1.02 
2 Sa Re 33,499 311 184 9.3 5.5 
2 PRR Nae 35,929 260 135 7.25 3.76 
etre oe 36,113 177 17 4.7 3.24 
SAAR 36,765 295 226 8.05 6.15 
NOs Sere tose, 6s 37,415 396 260 10.6 6.95 
Bir cotine% 37,953 150 72 3.96 19 
oe IS 39,241 320 208 8.15 5.30 
DR B04 0% 39,251 216 139 5.5 3.54 
BG a aeuheoen 39,614 561 341 16.7 8.6 
Cities Sarah 39,804 105 97 2.64 2.44 
Ea 40,108 130 81 3.15 2.01 
BO cn) s5 410% 42,993 297 208 6.91 4.85 
WO cloase we 46,548 213 146 4.55 3.2 
DES siwee eons 50,262 193 98 3.83 1.95 
SOE re 57,510 295 207 5.12 3.6 
aaa atene i 57,899 515 360 8.9 6.23 
cf WASeicerrsy 62,810 330 196 5.25 3.12 
ADS Mate stoves 63,338 552 316 8.75 5.00 
GRicevaeee 63,982 452 251 7.10 3.94 
LL eer earns 64,560 214 137 3.32 2.12 
[DR ere 67,542 285 133 4.2 1.94 
(Peis s aisiecare 71,864 660 488 9.20 6.8 
resco, ey 74,347 316 173 4.25 1.73 





‘Report of the Committee on Hospital Planning and Equip- 
ment of the American Hospital Association, 1935. Transactions, 
American Hospital Association, 1935, pages 740-755 

2How Many Hospital Beds Are Enough? Charles F. Neer- 
gaard, Journal of the American Medical Association, March 27, 
1937, Vol. 108, pages 1029-1033 

%Are There Enough Beds? Or Too Many? Michael M. Davis, 
Moaern Hospital. Mav, 1937. Val 48. No. 5 nages 49-52 
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Starting a Woman's Auxiliary 


MABEL W. FRANKENFIELD, Los Angeles, California 


teer organization connected with a hospital, 

it is advisable to analyze the local situation as 
to the type of volunteers available and the kind of 
work they can do which will best fit the needs of 
your institution. 


B ceo forming an auxiliary or any volun- 


Classes of Volunteer Service in the Hospital 


There are so many different kinds of volunteer 
service—some wish to sew for the hospital and 
raise the money to buy the sewing materials; some 
wish to work directly with patients, carrying 
books, flowers, jellies, etc.; some prefer to buy 
special pieces of equipment or they undertake to 
pay the salary of a social worker or a physiothera- 
pist, or a worker for some other special need, and 
to this end they prefer to give entertainments and 
raise money. 


The most highly organized and specialized type 
of work is done by thoroughly trained volun- 
teers who work in the clinics, assisting the reg- 
ular hospital staff in making histories, taking 
physicians notes, etc. Only a hospital which al- 
ready has an active auxiliary should attempt to 
organize such a volunteer staff. 


To Help the Hospital Is the Common Factor 


The basis of the different volunteer services is 
exactly the same and they have one common factor 
—interested persons of more or less leisure who 
volunteer their services to help a hospital. With 
effective organization these volunteers are of in- 
finite assistance to an institution. Without organ- 
ization they are often a source of irritation to the 
regular staff and their efforts are sporadic and 
ineffectual. 


The “Ifs” the Women’s City Club of San Fran- 
cisco have used so successfully are a good founda- 
tion for all volunteer work. In a condensed form 
they are— 


If the volunteer feels that the service is 
really needed— 


If the volunteer as an individual is made to 
feel herself necessary to the success of the 
undertaking— 


If the rules are clear and simple and are 
obeyed by everyone without exception— 


Presented at the annual convention of the Association of 
Western Hospitals, San Francisco, March 2, 1938. 
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If the conditions are such that the volunteer 
can take joy in her work— 


If the leader or chairman has tact to 
smooth the rough edges until personalities 
which rub have learned the sacrifice neces- 
sary to team work— 


If the chairman is clever in fitting the vol- 
unteer into the niche for which she best quali- 
fies—and which often is not the niche for 
which she yearns. 


With these basic things as an ideal you can 
start a volunteer organization of any kind. 


First have a few women who are interested in 
your hospital, with one of them the right type for 
chairman—one who likes people, who knows hu- 
man nature, who has enthusiasm and can inspire 
it. There are many places for the careful, accu- 
rate, and very “efficient” type but if she cannot 
get cooperation from others do not put her at the 
head of your group. 


Make very few and simple rules and add to 
them as experience teaches. There is nothing 
more discouraging in the beginning, than to have 
too many hampering restrictions on volunteer ef- 
fort. Have your Board stay on the sidelines and 
pursue a policy of “watchful waiting,” always 
ready to listen to problems and give out liberal en- 
couragement and praise. 


Two Basic Rules 


Eventually an auxiliary will work out its own 
form of organization. In our hospital we have 
only two basic rules— 


1 The name of the “Children’s Hospital 
Auxiliary” is used only when the work and 
money raising is for the sole benefit and use 
of the Children’s Hospital. We welcome the 
assistance of church sewing societies, nee- 
dlework guilds, and of any group who wish 
to share with us some of their activities and 
efforts but we do not give them the name 
of “Auxiliary.” 
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2 An auxiliary assumes financial responsibil- 
ity to the hospital. It has its own bank ac- 
count and authority over the spending of its 
own funds with the provision that funds ex- 
pended shall be for the hospital, i. e., that 
the expense account shall be confined to the 
purchase of materials, donations of equip- 
ment, etc., for the hospital’s use. Legiti- 
mate expenses incident to the giving of en- 
tertainments, etc., to raise money, are per- 
mitted, but in no cases have these expenses 
been any but very minor ones. 


It is not the function of a hospital to pay out 
any money except for hospital purposes and 
therefore all volunteer organizations working for 
a hospital should be individual financial units in- 
dependent of hospital funds. The failure of any 
of these units should not affect the hospital finan- 
cially in any way, except by a loss of revenue. If 
any volunteer organization working for a hospi- 
tal decided to disband, the funds of their bank 
account automatically become the property of the 
hospital. This system, or similar ones in many 
other hospitals, has stood the test of experience. 


Our auxiliaries usually charge a yearly mem- 
bership fee of $1.00 and have small fines for non- 
attendance at meetings. All.the auxiliaries make a 
financial report at the monthly meeting of the 
Board of Managers of the hospital. Their officers 
attend each of these meetings and carry reports 
of hospital activities back to their membership. 


Value of Volunteer Work 


Everything that brings a member into the hos- 
pital will increase her interest and this interest 
will spread to her relatives and friends and thence 
to the whole community. I cannot express how 
deeply I feel the value of volunteer work. The 
support and inspiration of volunteers is the base 
upon which we must build our hospital in the 
eyes of the public. Above everything else a hos- 
pital needs public support—not only in money, but 
in interest and confidence and in genuine public 
appreciation of the work of the institution. This 
interest and confidence cannot be made or bought 
—it has to be developed through the years by the 
people who know of its work, who praise its ef- 
forts, who trust their loved ones to its care, and, 
above all, by the women who work for it. All 
forms of publicity are good—newspaper items, 
letters, reports—but all of them cannot equal the 
word of mouth advertising of a faithful worker 
who loves her hospital and talks about it. I re- 
peat what I have so often said—“A hospital can 
talk of its work without mentioning its volunteers 
but no volunteer worker can speak of her work 
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without mentioning and enthusing over the in- 
stitution which she is serving.” 


Developing the Volunteer Work 


If you want to develop a volunteer group give 
them responsibility and expect responsibility from 
them. I have never known a case where they 
have not responded and I can promise anyone who 
has not had an organized auxiliary or volunteer 
group in their hospital that the ability, initiative, 
and responsibility of a group of intelligent women 
is bound to be a surprise and joy. 


There is only one real caution—work with the 
superintendent and the regular staff of hospital 
workers. Volunteer effort is often irritating to 
trained executives but it pays in increased public 
interest in the work of the hospital. 


The auxiliary chairman must find out what is 
most needed and the best way that her work can 
fit into the needs of her hospital and she must 
win the cooperation of the superintendent and 
other members of the hospital staff. One of the 
duties of a volunteer is to report to the superin- 
tendent any criticism she hears of the hospital 
and a superintendent should welcome such a re- 
port. It gives the superintendent a marvelous 
opportunity to correct misunderstandings, explain 
situations that have arisen, and win the loyalty - 
of the volunteer. It takes tact on the part of the 
superintendent and patience to look beyond the 
lack of training into the genuine desire to help 
that is in the heart of every volunteer. 


Problems of Volunteer Service 


Problems—of course there will be problems— 
but do not let them weigh you down before you 
start—the point is to start! Some of the prob- 
lems are methods of money raising, guarding the 
good name of the hospital, petty rivalries and 
jealousies and lack of reliability and punctuality— 
often these loom large in the day’s work. Yet 
they are really minor problems and all experi- 
enced workers have found solutions for them. I 
beg those of you who are new in the work to just 
have a cheerful faith that time and understanding 
will solve them. It helps everyone of us when we 
realize that all volunteer groups have practically 
the same problems. 


Keeping in touch with the hospital physicians 


should be given important consideration. Have 
them address your meetings—a fifteen or twenty 
minute talk will create an interest beyond your 
most sanguine expectations. The physicians will 
also surprise you by their willingness to take 
time to prepare a paper to give to a group of 
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women, and they will show pictures and charts 
and give interesting, not too technical, talks on 
their specialty. Unusual cases which have been 
treated by the hospital may be used as illustration 
and help the volunteer to understand the aims and 
standards of the medical staff. Nothing puts such 
heart into the doctors as to know that a large 
group of women are standing back of them, 
anxious to further their work. 


Often the women’s auxiliary is not given suffi- 
cient opportunity to give reports and the value of 
its work is not recognized. A hospital should not 
make this fatal mistake but should give every op- 
portunity for volunteers to share in the hospital 
meetings and in every way be made to feel an 
essential part of the institution they represent. 


Keeping the Auxiliaries Informed of the 
Hospital Needs 


If auxiliaries are to do their most valuable work 
of creating public interest, they must be kept in- 
formed of the needs of the hospital and of its 
financial condition; this can only be done by close 
cooperation between hospital Boards and the vol- 
unteer organizations. 


When a hospital is in a Community Chest or 
similar organization it gives the volunteer group 
a great opportunity for service! If every volun- 
teer would work for the Chest and explain what 
it does for her hospital I think the Chests would 
“go over” far better than they do. 


But we cannot stand back of anything that we 
do not understand—so let every volunteer learn 
about the Chest in her community—know the 


other charities it serves—know the answers to all 
the common criticisms of the Chest which come 
from people who know nothing of its real struc- 
ture and aim and often offer the criticism as an 
alibi for their failure to help. If you can hon- 
estly say, “I know how the Community Chest is 
run—I work for it—and I know what it does for 
our institution”—then you will be the greatest 
force possible in making the public understand 
and support the Community Chest. 


Sell the Community Chest Board the idea that 
its greatest power to reach the public is through 
the volunteers who work for the charities—and 
prove your point by working whole heartedly for 
the Chest! If you do this consistently I think 
many restrictions and hampering regulations will 
iron themselves out by mutual understanding. 


The solutions for so many problems can be — 
boiled down to just this: 


Volunteers should know their hospital, visit it 
often, know the hospital workers, know the 
kitchen and the laundry, the x-ray department and 
the laboratory and the clinics—and know the med- 
ical staff and their plans and hopes for the hos- 
pital. 


Volunteers should know their Community Chest 
so that they can correct misunderstandings—and 
know something of the other charitable activities 
of their community. 


Everything they learn and know will broaden 
their vision and increase their interest and it will 
be of infinite value to the hospital which they 
serve. 





Texas Monument to the Benefactors 


of Crippled Children 


This monument of pure white marble at the 
entrance of the Texas Scottish Rite Hospital for 
Crippled Children, Dallas, was unveiled Easter 
Sunday by an eight-year-old patient of the hos- 
pital. 


The monument, a memorial to the benefactors 
of crippled children, is the work of Raoul Jossett, 
sculptor, and portrays a nurse extending her ad- 
ministration to the crippled child. 


Philanthropists of Texas made possible the 
erection and support of this hospital through gifts 
and endowments provided for in their wills. The 
names of these philanthropists will be carved in 
the memorial. 
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Hospital Legislation in Ohio 


M. F. STEELE, M.D., Columbus, Ohio 


S Chairman of the Ohio State Relations 
A Committee, I wish to make the following 

report in the name of the Committee con- 
sisting of B. W. Stewart of Youngstown, Guy J. 
Clark of Cleveland, W. L. Benfer of Toledo, and 
A. N. McGinnis of Cincinnati: I will report on 
the problems step by step as they were brought 
to the attention of the Committee during the 
year: 


Motor Vehicle Law Suit 


Soon after the Ohio Hospital Association Con- 
vention last year we were notified that two suits 
had been filed in the Franklin County Courts 
against the Bureau of Motor Vehicles asking for 
an injunction to test the constitutionality of the 
Motor Vehicle Law for the reimbursement of 
indigent automobile cases. Although you were 
advised by bulletin from time to time regarding 
‘the progress of this law suit, I feel that it will 
not be amiss to review the action that was taken. 
The Board of Trustees of the Association con- 
curred with the State Relations Committee in 
retaining legal counsel to assist the Attornev 
General in the defense of the suit. The Board 
of Trustees also concurred with the State Rela- 
tions Committee in holding in abeyance all com- 
mitments made against the budget of the Asso- 
ciation with the exception of the operation of 
the Central Office, until the outcome of the suit 
was definitely known. 


For a period of four months almost the entire 
efforts of the Central Office were concentrated 
upon the lawsuit. This expense together with 
the legal expense entailed amounted to approxi- 
mately $5,000, all of which was paid out of the 
operating budget of the Association for 1937. 


Soon after the lawsuit developed the Bureau 
of Motor Vehicles through the advice of the 
Attorney General suspended payments to hos- 
pitals. The Board of Trustees and the State Re- 
lations Committee held numerous conferences 
with officials of the Attorney General’s office and 
the Bureau of Motor Vehicles, and finally were 
successful in having the Attorney General re- 
seind this ruling and resume payments, pending 
the outcome of the suit. 


The Taxpayer lost his suit in the Franklin 
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County Courts. The briefs prepared by the hos- 
pital association attorneys were very thorough 
and complete. The Judge’s decision was clear 
and concise, so much so, that had the suit been 
appealed this material, including the Judge’s final 
decision, would have been helpful in higher courts. 
However, the time allowed for an appeal has 
long since expired and this chapter of the Ohio 
Hospital Association’s history is definitely closed. 


Although there was considerable expense en- 
tailed in defending this law; the State Relations 
Committee feels that it was money well spent. 
To bring you up to date on what this law means 
to the hospitals of Ohio, I will give you the fol- 
lowing figures: 


$ 66,929.75 
223,370.41 
233,454.08 
226,957.93 
January 1 to March 15, 1938.. 83,888.31 


Total to March 15, 1938 $834,590.48 


The 48-Hour Law 


The new 48 Hour Law has presented some dif- 
ficulties to hospitals. After several district meet- 
ings and committee meetings these difficulties 
were reduced to what was considered by the State 
Relations Committee a reasonable amount of re- 
quests to make of the Chief of the Factory and 
Building Inspection. 


As you were informed in Bulletin No. 126, the 
requests were as follows: 


1 Exemption from posting a schedule of time 
and changes of time 


The proper interpretation of “any one day 
out of seven off” 


The allowance of overtime for emergencies 


Application of the law to females between 
18 and 21 years of age working before 6 
a. m. and after 10 p. m. 
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After a conference with Mr. Brill, Chief of 
the Division, all of the requests were granted, 
with the exception of the one applying to females 
between 18 and 21 years of age working before 
6 a. m. and after 10 p. m., which Mr. Brill con- 
tended came under Section 12996 of the Child 
and Female Labor Law, which prohibits females 
working before or after these hours. 


However, due to the hardship imposed by this 
one feature of the 48 Hour Law, Mr. Brill granted 
a reconsideration of this request. Briefly, this 
request is based on a difference of legal opinion 
as to whether the new 48 Hour Law does apply 
to females between the ages of 18 and 21 working 
after 10 p. m. and before 6 a. m. and he has 
accordingly requested an opinion from the Attor- 
ney General of Ohio. 


Nurse Aides or Attendants Ruling 


On Saturday, April 2, I received this ruling 
from the Chief of the Division of Factory and 
Building Inspection: That Section 12996 of the 
Female Labor Laws shall not apply to hospitals, 
so far as the employment of Nurse Aides or at- 
tendants after 10 p. m. and before 6 a. m. is 
concerned. 


This will allow the use of female nurse aids 
or attendants between the ages of 18 and 21. 
This ruling will be effective at once and will be 
in force until such time 4s the Attorney General 
may rule otherwise. 


Crippled Children’s Bureau 


During the year, the State Relations Commit- 
tee had several conferences with the Superin- 
tendent of the Division of Charities to follow up 
the request made in 1935, regarding a rate of re- 
imbursement to the hospitals for services ren- 
dered to crippled children. 


The State Relations Committee has been some- 
what retarded in their ultimate results with this 
department, because the Chief of the Division 
has been changed since our original request was 
made, and this has made it necessary to present 
our problem to the incumbent, this of course, al- 
ways makes a bad situation. 


While it has not been possible to secure an 
increase on the Crippled Children rate to the per 
capita per diem basis for acute care, and a maxi- 
mum of $3.50 per day for convalescent care, a 
number of hospitals receiving a very low rate 
have received increases, in several cases up to 
$3.50 per day. According to the figures of the 
Department of Welfare at this time the averayre 
paid per day on the average case to all hospitals 
in Ohio receiving these children, is $3.57 per day. 
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Accordingly, while we do not believe that we 
will get any immediate approval of our proposal, 
the committee does feel that sufficient has been 
accomplished to justify the expense and time 
which has been spent on this work. 


Industrial Commission 


As you will recall at our Convention one year 
ago the matter of the restoration of the 15 per 
cent discount after 21 days’ service by the In- 
dustrial Commission was presented to the conven- 
tion by Dr. McCurdy, supervisor of the Medical 
Section of the Industrial Commission of Ohio. 
It was the Industrial Commission idea at that 
time to reimburse the hospitals 1.8 per cent of 
their per capita cost per patient day for the first 
21 days’ stay of the patient. In order to secure 
this increase the Industrial Commission asked 
the hospitals to have a routine Wassermann on 
all our patients. 


Our Board of Trustees considered the matter 
very carefully, and felt that this was a matter 
of medical ethics as well as hospital ethics and 
that the Ohio Medical Association should be taken 
into account. The State Relations Committee has 
therefore been working on this proposition very 
diligently throughout, the year. A final report 
on this matter cannot be given at the present time 
by the Committee, but I am pleased to announce 
that the Public Relations Committee and the Eco- 
nomics Committee of the State Medical Associa- 
tion have approved this procedure providing a 
suitable agreement can be reached by the hos- 
pitals and the Industrial Commission. This mat- 
ter will be presented to the Council of the State 
Medical Association this week. You can readily 
see that by working along with the Medical As- 
sociation, and the Ohio Hospital Association we 
are bound to be of the same accord when a final 
agreement is reached. In as much as it is a law 
that the State Industrial Commission has access 
to all the clinical records in the hospital pertain- 
ing to industrial cases they have agreed that all 
they ask the hospital to do is to record the result 
of the Wassermann test on the regular labora- 
tory sheet. They do ask, however, that our record 
department in each individual hospital forward 
a copy of the history and first physical exam- 
ination. 


Federal Relations 


In addition to our many State problems, the 
State Relations Committee has been interested 
in several matters of Federal legislation which 
affect hospitals. 


The Ohio Hospital Association took opposition 
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to an amendment to H. R. 7667 which is the 
Sugar Act, which amendment would have im- 
posed a tax of 3 cents per gallon on molasses used 
in the production of industrial alcohol. We con- 
tacted the Senators and the Congressmen from 
Ohio, who were on this particular committee in 
which this amendment was being opposed. Ob- 
viously, had this amendment passed alcohol would 
have increased materially in price. 


New Alcohol Formula 


As Chairman of the State Relations Com- 
mittee, I had my attention called to the change 
in formula for rubbing alcohol, which change 
went into effect September 1, 1937. Complaints 
were registered with the committee to the effect 
that a rash developed on many patients follow- 
ing use of the new formula. Complaints were 
also registered because of the disagreeable odor, 
and inability of many patients, as well as doctors 
to tolerate this odor. I registered this complaint 
in behalf of the Ohio Hospital Association with 
the proper department in Washington. This de- 
partment in reply to our complaint stated that 
the modified specially denatured alcohol formula 
No. 23-G was made by substituting methyl propyl 
ketone and methyl isobutyl ketone for acetone. 
The Government further advises that these ma- 
terials were submitted to the Public Health Serv- 
ice for test before they were adopted for use, 
and that they reported that they were not toxic 
or irritating to the human body when used in 
the quantities required in rubbing alcohol com- 
pounds. This has not been our experience in 
practice. 


The State Relations Committee are unable to do 
anything concerning the change in this formula 
as it is a government order. 


Old Age Pension Bill 


Although we were not successful in the passage 
of our Old Age Pension Bill, this is very definitely 


an important piece of legislation to be sponsored 
by the Ohio Hospital Association at the next gen- 
eral session of the legislature. The need for this 
hospitalization for the recipients of old age pen- 
sions is becoming more acute every day and the 
Association would be filling a wonderful human 
need in accomplishing this legislation. 


Group Hospitalization Legislation 


Regarding group hospitalization legislation, 
the sub-committee of Committee on Economics, 
consisting of Dr. H. L. Rockwood as Chairman, 
Dr. M. F. Steele, and Mr. Maskey, an attorney 
from Cleveland, met with the State Insurance 
Department, with the result that new legislation 
will be proposed by the Department of Insur- 
ance in cooperation with the Ohio Hospital Asso- 
ciation, which will change the General Code as 
it now stands. This will erase county boundary 
lines now in effect under H. B. 699. I mention 
this in my report for your information because 
it has to do with future legislation to be fol- 
lowed by the Association. I might mention that 
the State Insurance Department is very sym- 
pathetic with us in this matter. 


Miscellaneous 


In addition to the many details with the dif- 
ferent State Departments confronting us during 
the past year, the State Relations Committee has 
been in constant touch with the activities of the 
legislature, in an advisory capacity with the 
Executive Secretary. Due to the many special 
sessions, this was no easy matter, as all the ses- 
sions were open to the introduction of a new 
legislation. 


We supported and enlisted the support of many 
hospitals, and their Board of Trustees, H. B. 728 
which provides for majority vote tax levy for 
the purpose of statutory welfare instead of a 65 
per cent vote. This bill was defeated, however, 
due to opposition in Committee. 





Where the Money Comes From—And Where It Goes at the Rochester 
General Hospital 


An analysis of the Rochester General Hospital 
receipts during a recent four-year period (1932- 
36) shows that half of the income is derived from 
patients (51.6 per cent); one-quarter frora tax 
sources (26.6 per cent) which includes payment 
for city and county cases; and the other quarter 
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from the Community Chest (17.1 per cent) and in- 
terest on endowment (4.5 per cent). 


Hospital expenditures during this same period 
were as follows: Three-fifths for payroll (60.4 
per cent) and two-fifths for all other expenses 
(39.6 per cent). 
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Nursing Service in the Hospital 


SISTER M. DOROTHEA, 


hospital evaluates the nursing service takes 

into consideration many phases. Before we 
measure the values, let us be cognizant of the 
attitude of our personnel that we may be assured 
the environment is permeated with the spirit of 
Christ—that spirit of kindness, love, and sym- 
pathy. 


To criteria by which the administrator of a 


Granted that this environment exists, are we 
wrong in assuming that courtesy in the treatment 
of the patient is of paramount importance? To 
insure this, in some hospitals the most recent in- 
novation has been the introduction of the hostess, 
the gracious intermediary, who will interpret the 
policies of the hospital. 


Focusing the Resources of the Hospital 
on the Patient 

There is no department that contributes so 
much to the welfare of the patient as the nursing 
department, but it cannot furnish distinguished 
service unless all departments cooperate and the 
resources of the hospital are focused on the 
patient. 


In evaluating the nursing service in a hospital 
the following points should be considered: 


1 Are the members of the medical staff satis- 
fied with the care given their patients? 


Are the patients contented, or are com- 
plaints from them and their families fre- 
quent? 


Have there been institutional infections? 


Are the nurses a healthy, happy group, 
eager to contribute their best efforts in the 
promotion of the patient’s recovery? 


Has the technic of procedures been kept up 
to standard, or is there a laxity in this re- 
gard when the personnel has been changed 
from time to time? 


Are the nurses well poised and professional 
without the military discipline of former 
days? 

Are the supervisors manifesting an inter- 


est in their work, and using means to im- 
prove and advance the nursing program? 


Are the salaries conducive to good nursing? 


9 Is the time schedule advantageous for the 
nurse to advance in her profession and pur- 
sue suitable recreation? 


Presented at the Hospital Conference o* the American College 
of Surgeons, Milwaukee, Wisconsin, March 29. 


60 


Evergreen Park, Illinois 


The Author 
@ Sister M. Dorothea is Superintendent of 
Nurses at the Little Company of Mary Hos- 
pital, Evergreen Park, Illinois. 





Having determined the above criteria of evalua- 
tion, we would do well to pass to a consideration 
of the ratio of nurses to patients, in that, this 
factor will influence, to some extent, the nursing 
service. 


Satisfactory Ratio of Nurses to Patients 


Has a satisfactory standard or ratio of nurses 
been worked out? Dr. MacEachern in his book, 
Hospital Organization and Management, states: 
“Numerous studies of the proportion of nurses to 
patients have established the fact that no fixed 
ratio can be arrived at, but that each hospital 
must make a detailed study of its ‘labor load’ 
problem and determine its own proper ratio. Many 
factors influence this problem.” 


As far back as 1921 Elizabeth Greener of 
Mount Siani, New York City, made one of the first 
studies of this ratio, which advocated 1.7 patients 
to every nurse. In 1927, Gladys Sellew, of 
Western Reserve gave a ratio in pediatrics, of 
three patients to a nurse. The best and most 
comprehensive study was made by the National 
League of Nursing Education in Fifty Selected 
Hospitals in New York. All types were included, 
voluntary, municipal, special, and religious, from 
43 beds up to 1000. This survey was made on the 
basis of nursing bedside hours, and not patient to 
nurse ratio. After an estimation was made of the 
nursing care, the League recommends the follow- 
ing to be the basis for types of the acutely ill, in 
general voluntary hospitals: 


Medical Cases 
Surgical Cases 
Pediatrics 
Obstetrics 
Mothers in 24 
Infants : in 24 


2.5 hours in 24 
2.4 hours in 24 
3.0 hours in 24 


Measuring Nursing Service 


The transition from the simple methods used a. 
few years ago, to the highly scientific treatment 
of today, necessitated a change in measuring 
nursing service, e.g., formerly, intravenous ther- 
apy was rarely used, whereas today as many as 
twenty-five treatments have been used at one time 
in one unit of our own hospital. Patients receiv- 
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ing large doses of sulphanilamide, or barbiturates 
greatly increase the nursing bedside care. It is 
further recommended by the League, that there 
be one supervisor for every fifty patients during 
the day, and one for, not more than seventy-five 
during the night. The ratio of head nurses to 
patients be at least, one to every twenty-four, or 
one for every five or six bedside workers. There 
will be a modification of the ratio if the staff be 
graduate, student, or mixed, and if there are non- 
professional workers. The various types of sub- 
sidiary workers, and their scope of work, also in- 
fluence bedside nursing hours. It is suggested 
that their duties be limited to those they are 
qualified to perform. The number of these 
workers will vary in proportion to the number of 
patients and the supply of nurses, whether this 
be abundant, adequate, or scarce. 


Is there a scarcity of nurses? Yes and No. 
There is no actual shortage, but there is a de- 
ficiency in the number of qualified nurses to fill 
approximately two thousand positions now open, 
mainly in the fields of public health, obstetrics, 
pediatrics, psychiatry, and contagious nursing. 
Changes to the eight hour day may create a 
scarcity in some localities, as was experienced in 
the municipal hospitals of New York City last 
year, when there was sent out an urgent appeal 
to nurses as far as the Middle West. 


Need of Nurses in Rural Communities 


Rural communities find themselves handicapped 
to offer the educational advantages and recrea- 
tional stimuli, hence they will feel more acutely 
the need of nurses. The Illinois State Nurses 
Association recommended that a study be made of 
the distribution of nurses, and that an educational 
program of redistribution be established. 


Previous to 1932, the cry for two decades was 
student service, and there is no question but what 
the student was exploited. The trend then changed 
to graduate service, yet the executives and trus- 
tees, who looked at their budget, maintained that 
student service was superior. When judging, 
economics is not enough. The real test should be, 
is the service rendered the patient adequate, with- 
out the cost being prohibitive. The education of 
the student should also be a criteria, for she 
should be thoroughly trained to carry on the 
future of the profession. 


Nurse Education in the Hospital 


The new curriculum, which so very well corre- 
lates the theory and clinical instruction of the 
student, should not be put into operation, unless 
the nursing service of the hospital is stabilized by 
a graduate staff. The hospital that would depend 
on student service alone will either sacrifice the 
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education of the nurse, or the nursing care of the 
patient. In hospitals of 150 beds, or over, mixed 
service seems to be most satisfactory, and if the 
hospital has educational value, it has a contribu- 
tion to make to the community. 


Graduate versus Mixed Nursing Service 

If the administrator is to decide the type of 
nursing staff, the all graduate staff has these ad- 
vantages: The nurses will be older, will assume 
more responsibility, and will need less supervi- 
sion.They are better equipped psychologically to 
deal tactfully with difficult situations. They will 
carry out procedures in less time, and with more 
efficiency than the student, who needs supervision 
and teaching. Housing and class rooms are elimi- 
nated. Less time is lost by illness and orientation. 


Some of the disadvantages of the graduate staff 
that the hospital may feel are the financial burden, 
lack of uniformity in procedures, extravagance, 
and unstable service. Many nurses do general 
duty without liking it, thereby contribute nothing 
of a stimulating nature. The American Nurses 
Association actively supports the eight hour day, 
and to maintain an all graduate staff, the budget 
would have to provide the present scale of salary. 


The smaller hospitals find it advantageous to 
have an all graduate staff, with subsidiary work- 
ers, because the clinical education of the student 
might be jeopardized. 


Ratio of the Graduate Nurse Hour to the 
Student Nurse Hour 


A mixed service, for those with established 
schools, who feel that they have the clinical ma- 
terial, faculty, equipment, for this educational 
venture, seems desirable. Students must leave the 
wards, and cannot be replaced to balance the nurs- 
ing service required, unless there are graduate 
nurses for bedside nursing. 


In the recent survey made by The National 
League of Nursing Education, it was pointed out 
that for this nursing care it is necessary to pro- 
vide one graduate nurse hour for every 3 or 4 
student hours. In many hospitals this reason- 
able balance does not exist. Even supplying a 
sufficient number does not imply that the care is 
of the highest type. There must exist a knowl- 
edge and understanding of good techniques on the 
part of the nurses, and sufficient time must be 
given to carry them out, or both the educational 
value to the student, and good nursing care to the 
patient will be sacrificed. 


Our experience would lead us to believe that the 
trend of the future must be toward mixed service. 
In conclusion, may we hope that nursing will ad- 
vance psychologically and spiritually, as well as 
scientifically. 
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How the Rural Hospital Can Best Serve 






Its Community 


EVELYN M. HEATH, Nassawadox, Virginia 


different situations not found in the urban 

hospital, but I think the most outstanding 
one is in the sphere of its human relations. In the 
rural hospital every case is a matter of vital in- 
terest to the whole community, and it is in this 
area of interest that the hospital can do the most 
good. In the small community the public is more 
intimately acquainted with the hospital. Every- 
one knows its difficulties. If the hospital is giving 
adequate ‘service, and there is kindness, honesty, 
and tactfulness shown, then there is little fear of 
community criticism. There is no place in the 
rural hospital for the worker who is cold and in- 
different to the patient’s needs and comforts, nor 
for office personnel who are discourteous when 
receiving telephone messages, or lack sympathy 
for the anxious relatives. The hospital exists 
for the patient, and the rural hospital must see 
that the thought and consideration to which he is 
entitled is shown. 


Tai rural hospital is confronted with many 


The Rural Hospital and Community Health 


The rural hospital can make but a small con- 
tribution to the community health program unless 
it has the confidence of the public at large and its 
value to the community is appreciated. A group 
of business men will go to no end of trouble and 
expense to see that a new manufacturing plant 
comes to their town. Through proper channels 
they could be made to realize that a hospital is 
an important factor in promoting public health 
and is also a business asset to the community. 


Have any of you ever stopped to consider the 
actual amount of money spent by the hospital, 
the staff, and the employees of the community 
during a year? In my small town the groceryman, 
the pharmacist, the dairyman, and many others 
realize considerable revenue because of the hos- 
pital. We employ on an average of fourteen 
nurses and considerable local lay help, and I would 
not dare name even an approximate amount spent 
by them. 





Presented at the Tri-State Conference, Columbia, South Caro- 
lina, April 15, 1938. 
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Finances will always occupy a prominent place 
in the deliberations of the hospital superintend- 
ent. Patients can readily be divided into three 
groups from the bookkeeper’s standpoint. They 
are: pay patients, part-pay patients, and charity 
patients. No comment need be made on the two 
extremes. Some agency will care for the latter 
and the pay patients will care for themselves. But 
what is to be done about the part-pay group? 
These people represent the self-respecting middle 
class who do not want to accept charity and who 
will have a serious financial embarrassment when 
faced by an illness which requires any lengthy 
hospitalization. 


Some plan of deferred payments seem desir- 
able. Care should be taken to see that the patient 
understands his hospital contract so there will 
be no misunderstanding. I would like to say 
at this point, though I may be wandering from 
the original subject, that we have _ success- 
fully operated a hospital insurance plan for three 
years. I feel that this has been a distinct advan- 
tage to the middle class of people as well as to 
the hospital. Many accounts have been closed 
promptly and the hospital has not had to lose a 
large proportion of such accounts, due to the fact 
that with the aid of the insurance plan the patient 
has been able to pay the remaining portion of his 
bill through periodic payments. 


There is no financial advantage. to the hospital 
in the treatment of the poorer white people and 
the large percentage of the negro population; but 
with the aid of the welfare departments many 
have received badly needed operative attention in 
the rural hospitals. Many in ill health who have 
spent much time on the relief rolls are given the 
necessary medical and surgical attention and are 
now earning a living wage and are maintaining 
their self-respect. Of course, there is the other 
type—the one who seem to thrive on relief and 
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never aims for anything higher. We have that 
type, too. This class of people will always be with 
us and hospital care will be given them when 
needed. 


Services the Rural Hospital Brings to the 
Community 


There are many advantages conferred upon all 
citizens of the community from the establishment 
of a hospital. To the physicians certain advan- 
tages accrue and to them new professional thought 
is developed by contact with the hospital and its 
staff. A hospital is built, nurses come into the 
picture; well equipped laboratory and x-ray facil- 
ities are established and technicians are pro- 
vided. To the busy practitioner, this means less 
travel. The patient can be put in the hospital 
where the nursing details will be carried out by 
competent staff nurses. 


A hospital in a rural community makes it pos- 
sible in this day of automobiles and hard surface 
roads for the doctors to increase their practice 
and extend their professional reach. Our staff 
doctors are always very considerate in maintain- 
ing the referring doctor’s relations to his patient. 
They encourage the patient when discharged from 
the hospital to return to the care of the physician 
by whom he was referred to the hospital. This 
encourages the friendship and interest of the fam- 
ily doctor and he is willing and ready to send his 
next case to us. It is true that the doctors of a 
community are dependent on the hospital but the 
hospital is even more dependent on them and the 
physician located thirty-five or forty miles from 
the institution can do much in selling the hospital 
to his community. 


The Rural Hospital and the Recent 
Medical Graduate 


Should the new medical graduate go to the 
country? The young medical student realizing 
there is a modern well-equipped hospital in his 
home town will be encouraged to settle in the 
rural district rather than the city. A hospital is 
the most potent influence in the community in 
determining both the quantity and the quality of 
its medical service. Before the establishment of 
a hospital in our rural district, it required severai 
hours to reach an institution of any kind. This 
delay and the necessary travel were detrimental 
to the patients’ recovery; and the doctors often 
left their busy practice in order to accompany the 
patient to the hospital. 


Now with a hospital staffed with men who are 
specialists each in his respective branch of medi- 
cine and surgery and who are members of the 
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national associations in their respective fields, the 
local practitioner can look to them for dependable 
consultation and service. It divides a heavy bur- 
den for the physician when he knows that he can 
have adequate consultation and hospital facilities 
for his acutely ill patient. The administrator 
should encourage medical societies to meet at the 
hospital at stated intervals. This brings the doc- 
tors in contact with one another, where exchange 
of professional opinions may be made and both 
hospital and physicians benefit and the quality of 
medical care is doubly improved. 


The Rural Hospital as a Health Center 


The hospital is a health center and should be 
recognized as such. The superintendent should be 
ready and able to discuss hospital and health prob- 
lems at club meetings and Parent-Teacher Asso- 
ciations. A large percentage of the criticisms 
and gossip which exist to the detriment of the 
hospital is the result of lack of information. Tell 
your own story through the above named 
agencies. 


By cooperating with the County Welfare De- 
partments, valuable assistance is rendered welfare 
workers. Since the establishment of our hospital 
there has been a more active medical society or- 
ganization. Periodically, clinics are held in con- 
junction with the health department. These are 
of untold value to all concerned. Recently through 
the auspices of the Women’s Club, our staff doc- 
tors have given short talks on the Prevention and 
Cure of Cancer. This is a subject of vital interest 
to all women and I feel sure those lectures will be 
of great value. It will cause many to have 
periodic examinations which will help to control 
the growing menace of cancer. 


The advantages rendered the community, the 
doctors and every citizen by the establishment of 
a rural hospital are too numerous to attempt to 
mention even a small portion; but even as the 
community needs the hospital, so does the hospital 
need the help and support of the entire com- 
munity, in order to render the best service pos- 
sible. 


Many of us are prone to become too engrossed 
in our own immediate hospital surroundings to 
realize that we are looked upon as leaders in the 
community. Do not let yourself get into a “rut.” 
Keep your hospital and your staff active in all 
county, state, and national associations. For the 
community at large to realize that they have an 
active administrator and consequently an active 
hospital does much to make them see exactly how 
a hospital serves its community. 
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Drying Up the Sources of 
Philanthropic Support 


Hospital, educational, and charitable welfare 
activities are experiencing a steady and progres- 
sive decline in philanthropic support. So serious 
a situation has developed that many of them are 
severely handicapped, and some are facing the 
dismal prospect of having the accomplishments of 
years destroyed. 


Three factors are contributing to the processes 
of drying up the sources of philanthropic support: 
increasing taxation; reducing the exemptions 
which have been granted individuals and corpora- 
tions for contributions for charitable purposes; 
and economic insecurity. Charitable contributions 
have diminished as individual and corporate in- 
comes have decreased. The reduction in the allow- 
able exemptions for charitable contributions under 
the much debated Revenue Act will further dry 
up the sources of philanthropic support. The gain 
to the government by reduction of these exemp- 
tions will aggregate less than $2,000,000 in tax re- 
turns, while the effect on individual and corpo- 
rate gifts to charity may amount to a hundred mil- 
lion dollars. 


Hospitals have for the past several years been 
pursuing a sane and sound policy of “broadening 
their base of financial support.” They have 
established the service of group hospitalization in 
many areas throughout the country; they have 
encouraged the small contributor; and they have 
educated the public in the permanency of the 
small as well as the large investment in hospital 
endeavor. Hospitals will suffer a great deal be- 
cause of the lack of adequate financial support 
from charitable sources, but because of this con- 
structive program and wise forethought they will 
work under fewer handicaps than our educational 
and other welfare institutions. 


The charity work that hospitals do is still un- 
provided for to a very large extent. It is this 
free work that is the most vital service that the 
hospital renders its community. One of the most 
regrettable factors in the curtailment of private 
and corporate philanthropy is the part played by 
government, federal and state, and we earnestly 
hope unwittingly, in increasing taxation, and es- 
pecially in reducing exemption for gifts and con- 
tributions for charity. 


Surely such legislation is defeating its own pur- 
pose, for the increase in tax revenue it receives 
is small indeed compared to the cost to the govern- 
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ment in providing money for the care of the in- 
digent patient and those in low income brackets. 


The government through such unwise legisla- 
tion offers nothing to compensate for the conse- 
quent loss of private and corporate gifts to char- 
ity. A greater loss, and one which may be long con- 
tinued, is the lessened interest of philanthropic 
folk in our hospitals and their service. The foun- 
dations of hospitals have been securely built upon 
the basis of giving and receiving charity. These 
foundations must not be impaired, much less de- 
stroyed. Our hospitals must by their own efforts 
and through their state and national associations 
continue to press for freedom from legislation that 
will destroy something that is basic in their insti- 
tutions and imperative to those who need their 


services. 
————>—__—__ 


National Hospital Day 

For the past seventeen years our hospitals 
throughout the United States have observed May 
the twelfth as National Hospital Day. Commenc- 
ing as most good things do from a conservative 
beginning, this celebration has now reached a 
place of national and even international impor- 
tance. It is graciously acknowledged by everyone 
from the President of the United States to the 
most humble citizen as a day that is definitely a 
national event in our calendar. 


Whereas the growth of National Hospital Day 
is in itself startling, the effect it has had on the 
community attitude towards our hospitals is even 
more startling, for without doubt it has dene more 
to disperse the fear that the general public had 
of hospitals than any other single event. 

At times it is difficult to realize that a few short 
years ago the average citizen showed definite re- 
luctance and even dread when faced with the pos- 
sibility of hospitalization. This attitude was not 
created by past experience but was the natural re- 
action of man against that with which he is 
unfamiliar. Today things are different for in a 
definitely organized manner hospitals have 
learned to take their communities into their con- 
fidence and tell them of the work they are trying 
to accomplish with the result that people are grow- 
ing more conscious of the important part our in- 
stitutions play in community existence. 

The spirit of National Hospital Day is not self- 
glorification of the individual hospital but the 
participation of all hospitals by individual and 
collective effort in an educational program dem- 
onstrating the value of hospital service. The local 
hospital or hospitals do their share by acquainting 
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the public with the standards and progress of 
their hospital. 


It is not sufficient to be content to hold “Open 
House” and allow interested visitors to wander 
aimlessly throughout the buildings. Their ideas 
upon leaving may be distorted causing them to em- 
phasize the dramatic and overlook the less spec- 
tacular services. We must wisely organize our 
programs so that each function of the institution 
is correlated in the minds of our visitors and they 
have a clear conception of a well-balanced whole. 
This is best done by demonstration and well con- 
ceived discussions conducted in such a way that 
every lay person will easily understand. 

Properly conducted this celebration will result 
in thousands of citizens returning to their homes 
with a new and constructive idea of the work of 
the hospitals and with a feeling of friendliness 
that will readily turn into support when such sup- 
port is needed. As the years go by and the num- 
ber of citizens interested in our hospitals grows 
so will the public relationship with hospitals be- 
come more pronounced and satisfactory, enabling 
each to serve the other in a more intelligent and 
constructive manner through the creation of— 
—Understanding and UNITY—Truly the spirit 
of National Hospital Day. 





“Birth of a Baby” 


The Committee on Maternal Welfare has made 
its best contribution to the public in preparing the 
educational film, “Birth of a Baby.” The Commit- 
tee controls the release and distribution of this 
film. 


Carefully edited by five eminent obstetricians, 
the film tells its story in a simple and wholesome 
manner. There is nothing morbid, nothing un- 
seemly, nothing that should disturb the sensibili- 
ties of the exacting parent or the modest young 
woman who views it. It is not a sex picture, and 
it inspires a reverence for and sympathetic under- 
standing of motherhood. 

The film has met with occasional criticism and 
some Official disapproval, mainly because of its 
portrayal of the incidents of maternity and birth. 
Much more harm can come to children by rearing 
them in ignorance of the holiest and most im- 
portant event of their lives, than by educating 
them in a clean and intelligent way through show- 
ing them this film. 

The extreme modesty of the Victorian mother 
caused a world of unnecessary grief to the parents 
and their children. There is no mystery about 
the birth of the baby, and the wise mother, the 
doctor, and the teacher will deal with children 
fairly in the matter of sex-education and the nat- 
ural processes of maternal and infant care. 
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There is no reason for disapproval of the show- 
ing of this film or denying children the benefit of 
the lessons the film teaches. Children sooner or 
later develop a normal interest in maternity. The 
child with her doll is cultivating the love of 
motherhood. The whole interest in birth, and 
motherhood should be as frank and natural and 
as healthy as the child itself. 


The film has its largest value as a lesson in 
health education. Ignorance of the problems of 
motherhood and childbirth is the greatest con- 
tributing factor to the high maternal mortality 
that disgraces this country. 


The film carries a message to our youth, a les- 
son to those who are in greatest need of enlight- 
enment. Millions who view it will be better for 
the experience. It will make better mothers, rob 
childbirth of the fear that so often surrounds it, 
and save our babies through the education it dis- 
penses. 


The film has been approved by the American 
Society of Obstetricians, the American College of 
Surgeons, the American Hospital Association, 
and the American Public Health Association. 


———<___—— 


The Report of the Committee 
on Necropsies 


The Committee on Necropsies in its report for 
1937 takes the position that the time has come to 
consider the subject of the necropsy critically, to 
continue to urge better necropsy percentages, and 
to emphasize the contribution that necropsies are 
making to modern medicine. 


Dr. Robert H. Bishop, Jr., and his committee 
recommend that the hospitals give due considera- 
tion to the problems of the morticians and make 
a greater effort to secure their support rather 
than their enmity. The committee recommends 
that hospitals adopt as a general policy: “a thor- 
ough-going exposition of the best, not the easiest, 
way to repair bodies, and in such a way as to 
facilitate rather than hinder the undertaker in the 
discharge of his responsibility.” 


The Committee believes that hospitals pay too 
little attention to the technique of securing au- 
thorization of necropsies, and should know the 
facts concerning certain religious laws and opin- 
ions pertaining to post-mortem examinations. 


The Report deplores the ‘“deadhouse” atmos- 
phere imparted by the location, equipment, and 
care of the necropsy room, and says: “If autop- 
sies were conducted in quarters more nearly com- 
parable to surgical operating rooms, and in a man- 
ner more comparable to the clean and precise tech- 
nique of an operation, most of the prejudices on 
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the part of the medical profession would be re- 
moved.” 

The Committee completes its report with a se- 
ries of eleven articles, written by well-known au- 
thorities, covering every phase of the necropsy 
program. They will appear serially in this maga- 
zine and then will be compiled into a single volume, 
which will constitute a valuable text on Necrop- 
sies. The chapter titles are: 

I History of the Autopsy and its value to the 
AutopsyDevelopment of Modern Medicine. II A 
Critical Consideration of the Value of Post-mor- 
tem Examinations. III Satutes and Regulations 
Pertaining to an Autopsy. IV The Medical Legal 
Autopsy. V The Technique of Obtaining Permis- 
sion for Post-mortem Examinations. VI The Au- 
topsy from the Standpoint of the Undertaker. 
VII The Religious Aspects of the Autopsy. VIII 
The Repair of the Body after Autopsy. IX The 
Administration Problem of the Autopsy. X The 
Autopsy Room and Its Appurtenances. XI The 
Conduct of the Autopsy. 


The Authors are: Dr. E. B. Krumbhaar, Pro- 
fessor of Pathology, University of Pennsylvania; 
Dr. M. A. Blankenhorn, Professor of Medicine, 
University of Cincinnati; Dr. Oscar Schultz, 
Chairman, Committee on Medicolegal Problems, 
Institute of Medicine of Chicago; Dr. Margaret 
Warwick, Buffalo, New York; Dr. F. G. Helwig, 
Associate Professor of Pathology, St. Luke’s Hos- 
pital, Kansas City; Dr. Otto Saphir, Associate 
Professor of Pathology, Michael Reese Hospital, 
Chicago; Dr. Alan R. Moritz, Associate Professor 
of Pathology, Western Reserve University; Dr. 
Winford H. Smith, Director, the Johns Hopkins 
Hospital; Dr. Gerald F. Houser, Assistant Direc- 
tor of Massachusetts General Hospital; and Dr. 
Howard T. Karsner, Professor of Pathology, In- 
stitute of Pathology, Western Reserve University. 


———_—__—_. 


Convention Values 


Speaking broadly, summer time is convention 
time, at least for many hospital trustees, execu- 
tives, and their staffs, who feel that the value of 
attending conventions is sufficiently great to war- 
rant the expense and time involved. However, 
there is only a certain proportion of those en- 
gaged in hospital work who are of this opinion. 
Others, for one reason or another, either do not 
attend or attend infrequently and it is to this 
latter group that this commentary is offered. 

The executive who has not time to attend a 
convention, or who feels that the accompanying 
expense cannot be justified, and the governing 
body who is reluctant to send their administrator 
to the conventions, would seem to be ill advised 
for it is commonly conceded that there is no other 
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source where such a concentration of knowledge 
on current trends and practices is to be found. 

Let us first consider the basic program which 
is prepared to include a cross section of the whole 
hospital field and its allied services. It is true 
there must necessarily be a certain amount of rep- 
etition when dealing with the same subject from 
year to year, but to that which has been recorded 
before is added the latest thoughts and develop- 
ments in each particular subject. Changes may 
not be great, but there are sufficient advances to 
more than justify the presentation. 

Each year round table conferences and demon- 
strations are being given more time and impor- 
tance in convention programs. There is no better 
refresher course for the hospital administrator 
and his associates than participation in these con- 
ferences. It is here that viewpoints from all over 
the country are presented on a multitude of sub- 
jects. The very informality of these discussions 
enable everyone present to participate and con- 
solidate the suggestions and counter-suggestions 
that are forthcoming. The demonstrations vividly 
show the methods employed by other hospital 
workers in approaching their manifold problems; 
the same problems which may have been bother- 
ing many administrators for some time. 

In addition to all this, the personal contacts 
which are made both inside and out of the con- 
vention hall, are invaluble. Throughout the year 
many administrators, particularly those in the 
smaller communities, battle with problems which 
they have to keep pent up within themselves, 
largely because there is no understanding person 
available with whom they can discuss them. At 
the convention they will always find an interest- 
ing group of people who understand and talk their 
language, and are eager to discuss and iron out 
common difficulties. 

Last but not least is the value of the technical 
and educational exhibits. Here can be seer. the 
latest in hospital equipment and service for pa- 
tient care. Ideas can be gleaned which will be in- 
valuable. 

The administrator who stays at home and sets 
his standards either from his own viewpoint or 
from what he thinks others are doing is soon be- 
hind the times and his hospital suffers accord- 
ingly. 

Those who have attended conventions for years 
frankly say that the knowledge they gain repays 
their institutions and themselves many times 
for the expenditure of both time and money. If 
it has not been your policy in the past to consider 
the hospital convention as an important part of 
your yearly program, why not try it for just 
one year and then be your own judge of its value 
to you? 
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The Municipal Sanatorium 


ALLEN KANE, M.D., Otisville, New York 


torium, though an institution where correct 

health habits are inculcated, is not in the strict 
sense a disciplinary institution. The disciplining 
necessary should, preferably, be self-imposed on 
the part of the patients and personnel. This end 
may be achieved to a great extent in conveying to 
the patients—particularly by means of an educa- 
tional program soon after their admission, during 
their stay, and on their discharge—information 
transmitted by the resident medical staff, nursing, 
and dietary divisions; information which includes 
primarily the purpose of the sanatorium routine, 
the facilities of the institution, methods of treat- 
ment, the need for cooperation in order to obtain 
the maximum benefit in as brief a time as possi- 
ble, and, in addition, stresses post-sanatorium 
behavior in order to avoid recrudescence or re- 
lapse. 


[ MIGHT be said without cavil that a sana- 


As a general rule, the patients confined to bed in 
the infirmaries do not offer any problems from a 
disciplinary point of view. However, the majority 
of patients in sanatoria are usually ambulatory. At 
the Municipal Sanatorium they constitute about 
eighty to eighty-five per cent of the patient census. 
(Chart A) These patients are heterogeneous as 


Chart A 


Classification of Patients According to Their Graded 
Activities as of July 19, 1937 


Pavilions 0 I MW 6d JV 6 6VCOCUCVE Gotal 
MALE UNIT— 
Infirmary ..... 13 12 4 we we as a 29 
Infirmary Annex 11 = 1 < 1 ss ec ae 
Darlington .... .. = i 8 7 2% 15 
Billings Court . .. fie i Oe Stas, 
Bensel Lodge... .. 2 5 1 me 8 
Crystal Palace... .. 8 9 1 ie 18 
South View .... .. 7 10 - es 17 
Buena Vista... .. 1 13 4 1 19 
Swallow’s Nest. .. 1 7 4 3 15 
Villa Biggs..... .. 1 6 8 3 18 
Valley View.... .. 7 4 2 1 ‘ { 
OU gece cus 24 612 5 56538 62 22 8 186 
FEMALE UNIT— 
Infirmary ..... 16 7 6 a a ag ex 29 
Pavilion No. 100 .. or" ae 6 a 1 14 
Pavilion No. 101 .. 4 11 7 a 1 23 
Pavilion No. 102 .. =a i ay 6 ne 1 24 
Pavilion No. 103 .. ics he 20 8 3 1 & 
Pavilion No. 107 .. = ee 15 a 1 1 17 
Pavilion No. 111 .. 6% 21 |e 4 1 38 
a 1¢ 41 6386UTTC SE 4 6 ATT 


Grand total .. 40 23 43 130 87 26 14 363 

Per cent ...11.02 6.33 11.85 35.81 23.97 7.16 3.86 100 

For explanation of patients’ activity see Patients’ Activ- 
ity List published in this article. 
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to type, temperament, and social background and 
although all patients are subjected to our educa- 
tional program our attention is focussed upon the 
ambulatory patients inasmuch as the tendency to 
infractions and breaches of institutional discipline 
would be more frequent in this group. 


When patients are admitted to the Sanatorium, 
the resident physician greets them and arranges 
a series of informal talks at various intervals re- 
garding Sanatorium routine, personal hygiene, 
and cooperation with the rules and regulations of 
the institution. It is pointed out that adherence 
to these rules is necessary for the patient’s best 
interest and his early recovery. Periodic lectures 
are also given to the patients by various members 
of the resident medical staff regarding prevention, 
causes, and cure of tuberculosis, emphasizing es- 
pecially the various ways the disease may be 
spread. It is this personal contact that is more 
likely to be productive of good will and a desire to 
cooperate among the patients than numerous 
printed copies of codes of behavior. However, 
pamphlets and posted bulletins containing written 
instructors, supplementing the information given 
through the efforts of the nurses that the patients 


The nursing personnel also assumes the role of 
instructors, supplementing the information given 
to the patient by the resident physician. It is 
through the efforts of the nurses that the patients 
learn to keep their quarters neat and clean. 
The patients are also informed regarding the dis- 
posal of sputum and infected articles, such as used 
sputum cups, gauze, and paper napkins. The in- 
stitutional routine is so arranged that the patients 
have ample opportunity for frequent bathing, and 
the importance of oral hygiene, cleanliness of the 
hands, and neatness of appearance is emphasized. 


The dietary division teaches the patient the 
necessity for prompt attendance to meals, the fal- 
lacy of eating between meals, the value of adher- 
ing to the regular diet to the exclusion of food 
fads, individual or racial dietary preferences, and 
urges him to discourage the bringing in of food 
by well-meaning relatives and friends. 
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The social service worker interviews all pa- 
tients on admission and at various intervals dur- 
ing their stay in order to adjust any problem— 
economic, domestic, legal, marital—or any other 
matter which may disturb their equanimity. In 
many instances, adjustment of these problems is 
of tremendous psychological benefit and a ma- 
terial aid to their recovery. The social worker 
also attempts to place those patients eligible for 
discharge who are without homes and to secure 
suitable employment for others when they are 
ready to leave the Sanatorium. 


The rank and file of employees are cautioned 
on appointment that they are working among sick 
people and that their behavior must be exemplary 
and not productive of situations embarrassing to 
the administration or hazardous to the welfare 
of the patients. A set of rules for employees is 
presented to each candidate, who reads and signs 
—an indication that he has read the rules. A 
copy of these rules is retained by each employee. 


It is a common observation to note marked 
general improvement of the patients after a rela- 
tively short period of residence at the Sanatorium. 
Many never have felt as well before. Incidentally, 
this fact should give pause to the opinions of 
workers in tuberculosis which have been cur- 
rently stressed that the sanatorium environment 
such as this and other similarly situated institu- 
tions are not essential for patients’ residence, that 
these patients can do as well within the limits of 
large cities. The fact remains that many patients 
who were incapable of any exertion in the city 
can, within a short period of time, submit to 
stress and strain without any deleterious effects 
constitutionally ; nor do they show any progressive 
involvement because of the increased effort. This 
physical exuberance and zest for living which the 
patients acquire and manifest owing to Sana- 
torium environment, make it incumbent upon the 
institution to direct or utilize this energy for the 
mutual benefit of the institution and the patient. 


It is well to set forth at this time a typical de- 
scriptive pamphlet and posted bulletin incorporat- 
ing the general rules, regulations, instructions, 
and graded activities for patients which help to 
guide them in Sanatorium routine and general 
behavior. 


* * * 
Rules, Regulations and Instructions 
for the Patient 
Submitted by the Committee of the Medical Board 
of the 
Municipal Sanatorium 


Foreword 


It is the aim and purpose of this Sanatorium to 
effect a quick and permanent improvement of the 
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disease with which you are afflicted. In order to 
achieve this, your cooperation in the conduct of 
this Sanatorium is essential and your understand- 
ing of its routine is of primary importance. 


Part I of this book will give you a fair idea of 
the general character of tuberculosis and the fac- 
tors influencing it. Read this part thoroughly— 
it will help you to understand your physician’s 
advice and also the rules of this Sanatorium. 


Part II* of this book deals with the Rules, Reg- 
ulations and Instructions. Upon observance of 
these rules, the smooth and normal life of the 
Sanatorium is based. Make yourself familiar with 
these rules and abide by them. They will help you 
adapt yourself to the life of the Sanatorium and 
become a desirable and cooperative member of it. 
All this will promote cheerfulness and content- 
ment—factors which are very important to your 
physical improvement. These rules have been 
made not only for your guidance during your stay 
with us, but they will also help you lead a normal 
life after you have left the Sanatorium. 


Part I 


Tuberculosis is a chronic disease caused by Ba- 
cillus Tuberculosis. It most frequently involves 
the lungs. It may also involve the bones and other 
organs of the body. The disease is spread by care- 
lessness in disposing of sputum or other dis- 
charges which may contain the tuberculosis 
germs. 


The severity or extent of the disease varies with 
the individual patient. The physician will deter- 
mine these factors and prescribe the treatment 
best calculated to bring improvement. 


There is no specific medicine for this disease. 
The following factors are important: 


Rest 

The most important method of checking the 
“activity” of this disease is by rest in bed. The 
patient should try to attain mental as well as 
physical relaxation. Tossing about in bed, excit- 
ing conversation, etc., does not secure rest. Al- 
ways comply cheerfully with your physician’s or- 
ders in regard to rest in this disease. 


Fresh Air 

The patient should endeavor to breathe clean, 
fresh air. Enough clothing should be worn to 
keep the body comfortably warm. Remaining in 
overheated and ill-ventilated rooms is distinctly 
harmful. 

Food 

A sufficient amount of food daily is a highly es- 

sential factor in securing improvement. The San- 


*Part II, A and B conform to the rules which would be 
adopted by any well regulated Sanatorium, so are omitted here. 
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atorium supplies a balanced diet. Even though 
his appetite is poor, the patient should make a 
determined effort to eat a certain amount of each 
article of food served him. Perseverance in this 
way leads to surprising improvement. Over-stuf- 
fing with eggs, milk, etc., is often harmful. Fads 
for certain foods are not recommended. Eating 
between meals usually destroys the appetite for 
the regular meal which contains the foods neces- 
sary to secure improvement. Patients as a rule 
should drink four to six glasses of water daily. 
The patient should willingly comply with the 
physician’s instructions in regard to food, as di- 
gestive disturbances are often easily prevented 
but are always hard to cure. 


Light Treatment 
Exposure to the sun when clothed is usually 
beneficial, but over-exposure of the body may be 
dangerous. The patient should always consult his 
physician in reference to light therapy, whether 
from the sun or from therapeutic lamps. 


Surgical Treatment 
Surgical treatment may be indicated in certain 
carefully selected cases. 


Personal Cleanliness 
Frequent warm baths are helpful. The hands 
and face should be washed before meals. 


Liquor ; 

Intoxicating liquor is harmful. It is a stimu- 
lant which may activate all the processes of the 
disease which your treatment is designed to al- 
leviate. 


Tobacco 
The use of tobacco should be as restricted as 
possible as it irritates the throat and lungs, and 
increases the amount of coughing. 


Visitors 
The patient should be visited only by one or two 
members of his immediate family, but not too 
frequently. The conversation in reference to out- 
side events by visitors often harmfully excites or 
depresses a patient. Visits by children will not be 
permitted. 


Leaves of Absence 
Leaves of absence should be as infrequent as 
possible. The relaxing of discipline while away 
from the Sanatorium often undoes all the im- 
provement attained by several weeks of residence 
in the Sanatorium. 


Part II* 
C—Instructions and Suggestions 


Patients are urgently requested to become fa- 
miliar with the instructions and suggestions, as 
these will help them understand and comply with 
the rules and regulations. 
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Any unusual happening or complaint must 
be reported to the resident physician, or the 
representative in his office, and will receive 
immediate attention. 


For at least the first week after your arrival, 
you will be under careful medical observation 
in order that your physician may be able to 
determine what treatment you especially re- 
quire. During this period, do not leave the 
building; your physician will then instruct 
you about exercise and other medical details. 


Personal cleanliness is especially important 
in this disease. Be neat and tidy. 


Patients must be present at all meals unless 
excused by the superintendent or physicians. 
Patients must respond promptly to the bell 
for meals. The hands must be thoroughly 
clean before entering the dining room. Teeth 
should be cleaned after each meal. 


Conversation between patients regarding 
their symptoms or any subject relating to 
illness should be avoided at all times. Be pa- 
tient, cheerful, and hopeful. Do not allow 
yourself to become depressed because you do 
not get well at once. 


All money and valuable property should be 
sent to the Sanatorium office of the medical 
superintendent for safekeeping. The City of 
New York will not be responsible for loss of 
such property in case of fire or burglary. 


When it is necessary to transfer patients 
from one pavilion to another, the patient’s 
preference is given consideration, but the 
transfer is determined entirely by the phys- 
ical condition of the patient. 


Patients are asked not to make requests for 
any personal or special privileges which 
would be contradictory to these rules and reg- 
ulations as they are made in the interest of 
the patients. Your compliance with them will 
do much toward promoting cheerfulness and 
contentment during your stay in the Sana- 
torium. 


In addition to the above, other rules and reg- 
ulations may be issued from time to time and 
posted on the Bulletin Board. 


* * * 
Patients’ Activity List 
Activity 0 Absolute bed rest in the Infirmaries. 


Activity I Patients on bed rest with bathroom 
privilege. 


Activity II Patients allowed to have meals in 
the dining room on wards. The remainder of the 
time at rest. 
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Activity III Patients in ambulatory pavilions. 
Attend dining halls for meals three times a day. 
Perform various Pavilion duties (see below), with 
the consent of the resident physician. May at- 
tend church and movies unless contraindicated in 
the opinion of the resident physician. 


Activity IV Patients in ambulatory pavilions. 
To perform the duties and have the privileges of 
Activity III plus occupational therapy or assign- 
ments to other divisions (see below)—type of 
work and time allowed to be determined by the 
resident physician. Pass permitted to village or 
Middletown once a month, after the patient has 
been in residence at the Sanatorium for at least 
three months; sputum negative. 


Activity V Patients in ambulatory pavilions. 
To perform duties and have the privileges of Ac- 
tivity IV with increase in time of occupational 
therapy or work in other divisions which is de- 
termined by the resident physician. 


Activity VI Patients in ambulatory pavilions. 
To perform duties and have the privileges of Ac- 
tivity V plus occupational therapy or work in 
other divisions each morning or afternoon for 
three hours or more. 


Duties Assigned to Patients Within Pavilions 


Cleaning of hand basins and supply closets 

Collecting trays of patients unable to attend 
meals in dining halls 

Washing of small milk containers 

Dusting of window sills with moist cloth 

Dusting in sitting room with moist cloth 

Messenger 

Cleaning of mirrors 

Emptying of paper baskets after 4:30 p. m. 

Cleaning of door windows 

Returning of small milk containers to dining 
hall after 8:00 a. m. 

Polishing of brass 

One or two patients are designated as relief for 
any of the duties outlined above 


Assignments of Patients for Work in Other 
Divisions 

Dentist’s helper 
Dining hall 
Patients’ store 
Pool room 
Clinical laboratory Germicide 
Post Office Patients’ library 
Linen room, female unit Clerks 
Assistant to nurse Medical library 
Stenographer Lamp therapy 
Clerk Infirmary attendant 


Print shop 
Switchboard 
Reception committee 
Messengers 


Duties of Pavilion Captain’ 
Captain: 6:30 a. m.—Rising time. Sees that all 


May, 1938 


patients who go to the dining hall are up and 
have their beds open for airing. Takes tempera- 
tures, pulse and respiration, and enters this in- 
formation on Chart, Form No. 5007, which is 
checked daily by the nurse in charge and resident 
physician. Consults nurse on rounds concerning 
any problems. Makes rounds with doctor and 
unit supervising nurse. Supervises scheduled du- 
ties of patients. Sees that patients leave beds and 
cubicles in order after rest period. Makes daily 
report for nurse—checks census, vacant beds, pa- 
tients “on basket,’’? special examinations, etc. Sees 
that all patients are in bed promptly and lights out 
at 9:30 p. m. Calls the nurse for any emergency 
that may arise. Weighs patients once a week and 
records weights in book. 


Assistant Pavilion Captain: The assistant pa- 
vilion captain performs his scheduled work in the 
pavilion. However, when the captain is off duty, 
his duties are performed by the assistant captain. 


With the exception of the captain, no patients in 
the infirmaries or semi-ambulatory pavilions are 
assigned to any duties. However, some of these 
latter receive occupational therapy in accordance 
with their physical condition. 


All ambulatory patients make their own beds 
and keep their lockers in order. 


All ambulatory patients exchange sputum cup 
fillers and soiled gauze daily at the germicide in 
each unit. 


* * 3 


As stated above, the Sanatorium is obligated to 
provide activity and recreation for patients, in or- 
der to direct into proper channels the energy 
which the beneficial effects of Sanatorium treat- 
ment produces. It is our opinion that patients 
should be called upon to perform as many duties 
as possible consistent with their physical condi- 
tion. Invalidism should never be encouraged and 
coddling of patients has no place in Sanatorium 
routine. The hazard of producing a well patient, 
but one who will become shiftless and who will not 
resume his social and economic responsibilities 
when he leaves the Sanatorium, should always be 
avoided. At present, the Sanatorium set-up does 
not provide for vocational rehabilitation with all 
that this term implies. The utilization of the 
various divisions, as noted in the Activity List, 


IThe phrase ‘Pavilion Captain’’ is a localism and refers to a 
patient who has been selected to supervise and control activities 
of the patients in his pavilion. At present, there are thirteen 
paid positions for ‘‘Pavilion Captains.’’ When these patient em- 
ployees are discharged they are replaced by others. The sana- 
torium also affords some remuneration to patients for work in 
the Nursing, Clerical and Laboratory Divisions. This arrange- 
ment has a very salutary effect upon the patients as a whole, 
encouraging cooperation and giving the individual an opportunity 
to assume responsibility, which is an important factor in his 
economic rehabilitation when he returns to his home. 

“Patients “on basket’’ are those of the ambulatory group who, 
owing to some inter-current indisposition, are unable to attend 
the meals in the main dining hall and therefore are served with 
trays which are carried to and from the patient in baskets. 
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including instruction in carpentry under our fore- 
man of mechanics and photography in the x-ray 
department, is about as far as we can go in this 
direction at present. The important point is that 
the patient should be in a frame of mind amenable 
and his physical condition suitable to engage in 
some activity as outlined above. 


It is also essential that the Sanatorium should 
provide recreation for patients in order to keep 
their minds occupied and to make their stay as 
pleasant and interesting as possible. To this end 
the occupational therapy department plays a sig- 
nificant role. For stated periods during the day, 
under the direction of an occupational aide, pa- 
tients produce articles such as leather goods, loom 
weaving, metal, needle, and reed work. Weekly 
taiking pictures, card parties held bi-monthly, a 
play produced by and for the patients as an annual 
feature, checker tournaments, publication of the 
Sanatorium magazine, radio, library, newspa- 
pers, and magazines furnish enjoyable and harm- 
less diversion for the patients and undoubtedly 
are of therapeutic value. 


Patients who are on proper activity and who 
have been in residence for three months with neg- 
ative sputum are given passes to the local village 
or town. This procedure is unquestionably of 
psychological benefit as the patient begins to feel 


he is again part of the social group and that 
within a short time he will resume the place as a 
productive member of society which he was com- 
pelled to relinquish when he became ill with tu- 
berculosis. 


In a previous article,’ I pointed out that patients 
remaining in the institution beyond the time when 
they are in need of Sanatorium care will tend to 
become administrative problems, aside from the 
fact that this practice will tie up Sanatorium beds 
and increase the per capita cost per’ patient per 
day. Monthly physical inventories of all patients 
and particularly those who have been in residence 
more than a year with a view to discharge or 
transfer, will minimize this source of disciplinary 
problems. 


An alert nursing division is a most important 
aid in the control of patients. Minor infractions 
can be adjusted by the nurse. However, it is a 
good policy for her to report in writing any cur- 
rent misbehavior. Serious infractions, such as in- 
toxication or brawling, may be corrected by the 
immediate dismissal of the individuals involved. 
It seems to me that if patients feel well enough 
to create flagrant disturbances in an institution, 
they can very well return to their homes. Failure 


’“The Municipal Sanatorium at Otisville, New York,’”’ paper 


presented at meeting of Tuberculosis Sanatorium Conference of 
Metropolitan New York, June 10, 1936. 
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to discharge this type of patient will inevitably 


- lower the morale and discipline of any Sanatorium 


to the detriment of the patients and the adminis- 
tration. 


There is also the chronic recalcitrant who, al- 
though occurring rather infrequently, neverthe- 
less, makes up for his lack in numbers by the dis- 
ruption of the morale of the institution he engen- 
ders. Of course, patience and forbearance, es- 
pecially in the management of those suffering 
with pulmonary tuberculosis, will solve a great 
many such administrative problems. However, at 
times it is necessary to encourage a refractory 
individual to seek another environment in which 
he may be able to adjust more readily and find 
contentment. Occasionally, this type of patient 
may be disciplined from an unexpected source and 
that is from his disease. This.is a very unfor- 
tunate occurrence but sometimes it may have a 
very salutary effect upon the patient’s outlook. 
We would rather, of course, that the patient would 
control his own behavior, cooperating with medi- 
cal advice than be compelled to do so by the 
disease. 


The patients and the employees are encouraged 
to express their opinions, complaints, and criti- 
cisms verbally or in writing to the administration. 
Frank and open discussion of any controversial 
matter is welcomed, as very often the institution 
may profit by constructive criticism from the 
patient or an employee. 


Outside influences may tend to vitiate any set- 
up of rules and regulations in any given institu- 
tion. Relatives, friends, and acquaintances of 
patients may request the administration to ignore 
or temporarily set aside certain rules in order to 
accommodate a patient without realizing that if 
this is done any number of other patients will 
seek the same privilege. It seems to me that it is 
far better to adhere to a system of regulations 
which has been found both reasonable and prac- 
tical than to subject it to frequent modification, 
which will eventually mean a lowering of the 
morale among patients and personnel. 


Whatever the developments in sanatoria ad- 
ministration may suggest in the way of changes in 
the procedure outlined above, experience thus far 
has demonstrated that following it not only con- 
tributes to restoring the patient to health but 
also minimizes flagrant infractions, and fosters 
cooperation to a great extent. In other words, 
such procedure is conducive towards achieving 
the aim and end of tuberculosis sanatoria: the 
most efficacious cure and social rehabilitation of 
those individuals who enter their precincts for 
treatment. 
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Apprenticeship in Hospital Administration 


S. K. HUMMEL, Joliet, Illinois 


of training hospital administrators, we will 

not have the time to study the recent argu- 
ments which tend to indicate the failure of this 
system to provide the necessary number of quali- 
fied administrators for American hospitals. In 
this discussion we must take for granted that a 
prospective administrator entering an apprentice- 
ship in hospital administration has had the neces- 
sary educational training. We must take for 
granted that he has the personal qualifications 
which would result in his eventually being a quali- 
fied hospital administrator. In view of the fact 
that the choice of an apprentice is usually made 
by an already successful hospital administrator, 
we must accept the principle that the master 
administrator will accept qualified apprentices. In 
those cases where prospective administrators have 
actually taken recommended college work in 
preparation for hospital administration, we must 
also take for granted that they have the.proper 
personal qualifications. 


[: CONSIDERING the apprenticeship method 


Type of Hospital for Apprenticeship Training 


Accepting these assumed basic principles, our 
first consideration on any form of administrative 
apprenticeship is the place where the training for 
the prospective administrator shall be given. 
Hospitals made available for apprenticeships in 
hospital administration should be approved by 
some recognized agency for that purpose, just as 
they are approved for internship training by the 
American Medical Association. This paper is 
primarily concerned with a general ideal covering 
this subject. 


It is my belief that the general voluntary hos- 
pital not too rich in endowments or public con- 
tributions is the ideal place to give an apprentice- 
ship in hospital administration. A general hos- 
pital assures the apprentice of the opportunity to 
learn all types of hospital problems. A voluntary 
hospital assures the apprentice of the opportunity 
to observe the careful financing so necessary in 
non-government financed institutions. 


Comparison with other hospitals from the 
standpoint of rates and service, the need for loyal, 
cooperative medical staffs, the obtaining or work- 
ing for endowment funds, the need for public good 


Presented at the Hospital Conference of the Midwest Sec- 
tional meeting of the American College of Surgeons, Milwaukee, 
Wisconsin, March 31, 1938. 
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will, all are certain to be a part of the manage- 
ment policies in every voluntary hospital. 


As to the size of a hospital, it would seem that 
the ideal size would be a hospital of more than 150 
beds. In all probability, hospitals of smaller size 
would not be interested in giving apprenticeship 
training. It seems advisable that a hospital ap- 
proved for training hospital administrators should 
have an accredited school of nursing and that it 
should also have interns. The ideal hospital 
should most certainly be one approved by the 
American College of Surgeons. It would be a 
tragic waste of time for an apprentice to try to 
learn hospital administration in a second rate hos- 
pital. The basic fundamentals of good hospital 
operation are so closely interwoven with the mini- 
mum requirements of the American College of 
Surgeons that an apprentice should be in an in- 
stitution fulfilling all of those requirements. This 
is extremely important, for an apprentice is very 
apt at the termination of his apprenticeship to 
become superintendent of a hospital smaller in 
size, probably not approved by the American 
College of Surgeons. By having had training in 
an approved hospital, the new administrator’s 
first aim would be to bring his hospital up to the 
approved standards of today. We must stress the 
point that all branches of hospital activity are 
necessary in the hospital where we expect to 
train future administrators. 


What Is Expected of the Hospital Administrator 


We can again accept a premise that a voluntary 
hospital of over 150 beds in size approved by the 
American College of Surgeons will have a capable 
administrator as its head. We must, however, 
expect that the administrative head of the institu- 
tion is one who has trained other men who have 
been successful in hospital administrative work. 
We must expect that the administrator is active 
in hospital association affairs. We certainly must 
expect that he is a man whose judgment is re- 
spected by his associates. in the hospital field. 
There is no other single factor so important in an 
“Apprenticeship for Hospital Administration” 
than the teaching ability of the administrative 
head of the hospital. To him falls the duty of 
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conveying to the apprentice a philosophy of rea- 
soning concerning hospital problems which arise 
from time to time. Upon him falls the responsi- 
bility of teaching the apprentice the public rela- 
tions policy of the hospital. Upon him also falls 
the responsibility of molding the mind and 
thoughts of the apprentice to somewhat the same 
philosophy concerning hospital management that 
he has used as the administrator of the hospital. 


Even though an apprentice may have the proper 
personal qualifications, should he fail to acquire 
the ability to have sound judgment and a proper 
method of analysis concerning hospital problems, 
he will fail as a hospital administrator. Dr. 
MacEachern, in his book on Hospital Manage- 
ment, and the American College of Hospital Ad- 
ministrators have both drawn up comprehensive 
lists stating the qualifications necessary for hos- 
pital administrators. We can take for granted 
that an apprentice must have a large number of 
these qualifications upon his beginning an appren- 
ticeship in hospital administration. We must, 
therefore, expect that the qualifications he does 
not then have can be developed with the help of 
the administrative head of the institution where 
he will receive his apprenticeship training. 


The Training of the Administrator Apprentice 


The question now arises as to the method of 
handling the actual training of the apprentice. 
Should the apprentice be moved from department 
to department at regular intervals, not as a pro- 
ductive employee but as more or less a student, 
or should the apprentice have a definite paid posi- 
tion in the organization. Often in the past the 
custom has been to make an apprentice the assist- 
ant to the administrative head of a hospital. This 
policy should be continued. It is important that 
the apprentice is in daily contact with the adminis- 
trator of the hospital. As assistant to the ad- 
ministrator the apprentice can be given greater 
authority as he proves himself able to accept 
greater responsibilities. In his daily conferences 
with his administrator he can discuss his day to 
day thoughts, opinions, and decisions. In that 
manner the apprentice can learn where he has 
been right or wrong and can be shown the proper 
handling of all situations as they arise. 


As assistant to the administrator, the appren- 
tice will be consulted by department heads regard- 
ing their problems, and as he grows in respect of 
those about him even men on the medical staff 
will bring their complaints and problems to him. 
The purchase of supplies and other commodities 
should come under the supervision of the 
assistant. 
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Hospital Problems Falling to the Apprentice 
Assistant 


Credit problems of the credit manager or ad- 
mitting officers will be brought to the attention 
of the assistant as soon as he is found capable of 
handling those problems. This close contact with 
the administrator of the hospital will keep the 
assistant at the place where all of the problems 
of the hospital are usually solved. We cannot 
forget that when an apprentice becomes adminis- 
trator of a hospital, his real problems will not 
concern interdepartmental details. The problems 
which will tax his judgment and determine his 
ultimate success as an administrator will be prob- 
lems having to do with individuals and groups of 
individuals. An administrator could know the 
name and the use of every article in a hospital 
store room, he could know every detail regarding 
all departments of the hospital, yet he will be 
doomed to failure if as an administrator he fails 
to solve the problems of human peculiarities on 
the part of employees, members of the medical 
staff, or any group associated with the hospital. 
The ability to handle that type of problem can 
come only through experience and close associa- 
tion with an older administrator who has devel- 
oped a common sense logical way of analyzing 
those problems. 


The administrator of a hospital is certainly like 
all human beings in that he finds the need to talk 
over with someone else the problems confronting 
him. The assistant administrator by the very 
nature of his position and the close contact he has 
with the administrator makes him the logical 
person with whom those problems are discussed. 
In time, the administrator and assistant can argue 
out the solution of perplexing situations which is 
of real value to the assistant, the superintendent, 
and the hospital. This close relationship between 
the assistant and the administrator is the basic 
fact that determines the ultimate value of an 
administrative apprenticeship in any hospital. 


Earlier it was mentioned that an apprentice 
should be a paid employee of the hospital. The 
salary paid an apprentice would, of course, vary 
in different hospitals. We should expect, how- 
ever, that at the end of the first year’s employ- 
ment, the apprentice should receive approximately 
the same salary as other lay department heads. 


In view of the fact that most hospital boards 
of trustees when hiring male administrators pre- 
fer that they be married, we must expect that an 
apprentice is paid a salary which would permit 
him to marry during the latter part of his 
apprenticeship. 
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Peried of Apprentice Training 


In arriving at minimum length of time neces- 
sary for an apprenticeship in hospital administra- 
tion, we must consider several factors. Our first 
aim, of course, is to have the period of training 
long enough to assure a properly trained adminis- 
trator. The previous experience and education 
of an apprentice should have some bearing on the 
time necessary. The teaching ability of the ad- 
ministrator of the hospital and the time he has to 
spend with the apprentice will have a direct effect 
on the length of time required. 


Let us stop a moment and consider the adminis- 
trator in other lines of business activity. We find 
that some have been lawyers, others auditors, 
business men, engineers, and even plain workmen. 
Their whole working life from the end of their 
school career was one of apprenticeship preparing 
them for an administrative position. Can we then 
expect to develop hospital administrators in a 
short period of time when other lines of business 
not nearly so complex have failed to do so? Even 
those who follow the new university courses in 
hospital administration with the one year admin- 
istrative internship and following post-graduate 
study will find the need for additional apprentice- 
ship training before they are qualified to super- 
vise the administration of even a small hospital. 
Further consideration of the time necessary for 
an apprenticeship brings us to the administrator 
upon whom the real instructional work depends. 
Should the time be too short, the administrator 
would never have an assistant upon whom he 
could depend to accept administrative responsi- 
bilities. The administrator knowing his assistant 
would be leaving him before he could be of real 
value as an assistant might unknowingly be re- 
luctant to spend the extra time necessary in care- 
ful discussion of hospital problems. Various de- 
partment heads would fail to respect constantly 
changing assistant administrators. After many 
changes at one to two year intervals, department 
heads would be inclined to look upon an appren- 
tice as a must-be-tolerated pest. Therefore, in 


fairness to the apprentice, the administrator, and 
the hospital, these facts tend to indicate the need 
for a long term of apprenticeship under any sys- 
tem of training hospital administrators. It is 
safe to assume that one year’s work would be re- 
quired before an apprentice could accept any great 
responsibilities, and two years additional work 
before he could really understand the problems 
of hospital administration. Three years, there- 
fore, appear necessary before an apprentice ful- 
fills the requirements of an assistant adminis- 
trator. It also seems advisable that the appren- 
tice serves two more years to round out his ex- 
perience while properly handling the position of 
assistant administrator. We then have five years 
as the minimum time required for an apprentice- 
ship in hospital administration. In comparison 
with other lines of business, a five year apprentice- 
ship in preparation of an administrator cannot be 
said to be too long. 


Approving Hospitals for Apprentice Training 


In conclusion we must all agree there is need 
for some means of approving hospitals for appren- 
ticeship training. The curriculum of preparatory 
study recommended by the American College of 
Hospital Administrators should assure future 
educationally qualified apprentices. Our next step 
in the proper training of hospital administrators 
appears to be to set up some form of standard 
covering the training of administrators by the 
apprenticeship method. Regardless of what may 
be done along the line of university undergraduate 
or post-graduate study, there will always be ad- 
ministrators who will have assistants or appren- 
tices under their supervision. These assistants 
will continue to step into the hospital field as ad- 
ministrators. It, therefore, seems most desirable 
that there should be developed some means of 
assuring the graduate of a university course in 
hospital administration an opportunity to become 
an assistant administrator in an approved hospital 
wherein they can obtain further experience in the 
form of an apprenticeship. : 





Dr. J. J. Golub Appointed to the Saratoga 
Springs Authority 


Dr. J. J. Golub, executive director of the Hos- 
pital for Joint Diseases, New York City, and a 
hospital consultant of international reputation, 
has been appointed to the Saratoga Springs Au- 
thority, Saratoga Springs, New York, by Governor 
Lehman of New York. 


May, 1938 


Dr. Golub was hospital consultant for the Uni- 
versity Hospital and Medical School which is be- 
ing built alongside the campus of the Hebrew Uni- 
versity, Jerusalem. 


Governor Lehman has made a wise choice in 
selecting a well-informed and capable hospital 
consultant and administrator in the work of devel- 
oping the health and hospital program for Sara- 
toga Springs. 
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Early American Hospitals 


ERNEST L. MacQUIDDY, M.D., Omaha, Nebraska 


the history of the American hospital. The 

story of the hospital on this continent begins 
long before the days of our own United States. To 
trace the hospital history to its origin in North 
America, we must turn back the pages of history 
over four centuries until we reach the civilization 
of the Aztecs. 


Montezuma, the last of the Aztec rulers of Old 
Mexico, stands as the first patron of the hospitals 
on our continent. He was the head of a civilization 
already old. It had developed its laws, its religion, 
and its architecture. It was Montezuma’s misfor- 
tune to be the last king of his people, but because 
of this unique position much has been written con- 
cerning him and his country. 


FR ine nit and human interest fill the pages of 


McNutt, in his “Fernando Cortes”: in speaking 
of the country conquered by this famous Spaniard 
says, “Public charity provided hospitals for the 
sick and aged, and these institutions were in 
charge of the same clergy who murdered and de- 
voured their fellow men.” He further says, in 
speaking of Montezuma, “he had greatly embel- 
lished his capital, but the liberality that built an 
aqueduct, a hospital, and new temples in the city, 
cost the subject provinces dear.” Cortes’ in one 
of his letters to the Emperor Charles V of Spain, 
describing Mexico City at the time of his con- 
quest, says, “There is a street set apart for the 
sale of herbs, where can be found every sort of 
root and medicinal herb that grows in the country. 
There are houses like apothecary shops where pre- 
pared medicines are sold, as well as liquids, oint- 
ments, and plasters.” Prescott in his “Conquest 
of Mexico’” states, “I must not omit to notice here 
an institution, the introduction of which, in the 
Old World, is ranked among the beneficent fruits 
of Christianity.” Hospitals were established in the 
principal cities for the cure of the sick and the 
permanent refuge of the disabled soldiers; sur- 
geons were placed over them, “who were so far 
better than those in Europe,” says an old Chron- 
icler, “that they did not protract the cure in order 
to increase the pay.” Further on in the same 
work, the author, speaking of Montezuma says, 
“He showed a similar munificent spirit in his pub- 
lic works, constructing and embellishing the tem- 
ples, bringing water into the capitol by a new 
channel, and establishing a hospital, or retreat for 
invalid soldiers.” 


Bancroft in his “Works of Hubert Howe Ban- 
croft’* says, “For severe cases, the expenses of 
treating which could not be borne except by the 
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wealthy classes, hospitals were established by the 
government in all the larger cities endowed with 
ample revenues, where patients from the sur- 
rounding country were cared for by experienced 
doctors, surgeons, and nurses well versed in all the 
native healing arts. Medical practitioners were 
numerous, who attended patients for a small re- 
muneration.” With such a history as this it is only 
natural that we should turn to Mexico for the 
beginning of the present day hospital. May I give 
you then, the name of Montezuma, the Aztec King, 
as one of the earliest known patrons of our Ameri- 
can hospitals. 


Hernando Cortes, Spanish conqueror of Mex- 
ico, stands forth as our next patron. Cortes’ life 
was full of thrills and adventure. He landed in 
Mexico in 1519 and founded the present city of 
Vera Cruz. It was here that he learned of Monte- 
zuma, the Aztec King, and heard the exaggerated 
stories of his wealth. The Spaniards, differing 
so much in dress, manners, and speech, and having 
horses which the Indians had never seen before, 
appeared as gods to the natives. There was a tra- 
dition in Aztec religion that there were.at one 
time white rulers in the land and that some day 
these white rulers would return and take over the 
land again. It was most natural then for the 
Aztecs to suppose that here were the white rulers 
or gods whose coming had been foretold. The 
progress of the expedition of the “white gods” 
was slow. The marches inland were made in easy 
stages. Cortes was much too shrewd a leader to 
be misled. There were many messages sent back 
and forth between Cortes and Montezuma. It was 
not until 1524, however, that the memorable meet- 
ing between these two men took place in Mexico 
City. 


The First Hospital in the New World 


It is Cortes who is credited with the establish- 
ment of the “Hospital of the Immaculate Concep- 
tion” in Mexico City.® ® * 1° It is dated somewhere 
about 1527. We are reasonably certain that on 
the death of Cortes he left a considerable amount 
of money as an endowment to this institution. 
Clause two in his will reads, “in order to unburden 
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my conscience from any charge of sin, and to ex- 
piate my faults.” In 1572 there is a record of 
the Jesuit Fathers stopping at this hospital when 
they arrived from Spain. In 1663 the name of 
the hospital was changed to the “Hospital of Jesus 
of Nazareth” and has been known by that name to 
‘the present date. We know also that the Con- 
queror’s family retained charge of the hospital 
and until 1910 it was still in the hands of the 
Dukes of Monteleone of Italy, descendants of Cor- 
tes. Only recently there has been an old manu- 
. Script unearthed in Spain’ which was written 
about 1600 and which describes the beginning of 
this hospital. In this old manuscript there is 
rather an interesting statement. Only men were 
admitted to this hospital, as special nursing care 
for women had already been provided for in an- 
other hospital. By this it would seem that some 
of the Aztec hospitals really carried over into the 
Spanish era. Patients when they were admitted 
to this hospital had to give their name and ad- 
dress, the names of their relatives, and other 
personal information which was all to be kept in 
a special book. This book also was to contain 
the last will and testament in cases where there 
was any question of the patient not living. The 
patients in this hospital must have had busy days, 
because, according to the manuscript, they were 
to be visited by the chaplain, the physician, the 
head nurse, and the barber each day. Tradition 
would have us believe that this old hospital was 
built on the exact spot where Cortes and Monte- 
zuma first met in 1524, and that it was in remem- 
brance of this meeting that Cortes founded this 
institution. The building today is well lighted and 
airy. The infirmaries form a transept and where 
they join, a little chapel is located, which, accord- 
ing to tradition, is the burial place of Cortes. Fol- 
lowing the establishment of this hospital in 
Mexico City, there are records of the Hospital of 
San Lazaro’ being established in 1534 which 
would accommodate 400 patients. In 1540 the 
Royal Hospital was established in Mexico City. 
Bancroft stated also that a law in 1541 provided 
that hospitals be-established in all Spanish and 
Indian towns. At the same time two distinct reli- 
gious orders of men were founded for hospital 
work. James J. Walsh, in his “History of Nurs- 
ing’”’® states, “The first medical book printed in 
Mexico and therefore on the American continent, 
was Dr. Francisco Bravo’s ‘Opera Medici Nalia’ in 
1570. The medical school of the University of 
Mexico was founded about 1578.” 


Hotel Dieu de Quebec 


To continue the history of the hospital in Amer- 
ica we must turn northward and on the banks of 
the St. Lawrence River in the old city of Quebec 
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was founded the hospital called Hotel Dieu.* * *° It 
was from Quebec that Father La Jeune, a Jesuit 
superior, wrote his letters to the court of France. 
In one of these letters he said, “If we had a hos- 
pital here, all the sick people of the country and 
all of the old people would be there. If a monas- 
tery (and hospital) like the one at Dieppe were in 
New France, the charity of the sisters would do 
more for the conversion of the savages than all 
of our journeys and all of our sermons. Is there 
no virtuous and charitable woman who would come 
to this country and gather up the blood of Christ 
by teaching His word to the little Indian girls?” 
This, and similar messages stirred the heart of the 
Duchesse d’Aguillion, niece and heiress of Car- 
dinal Richelieu, and Lady-in-waiting to Queen 
Marie de Medici. She resolved to build a hospital 
in Quebec. She raised a considerable sum of money 
and then went to visit the Hotel Dieu at Dieppe. 
This hospital was in charge of the Sisters of St. 
Augustine, one of the oldest nursing orders in 
existence. At the same time another French lady, 
Madame de la Petrie, had also been stirred by the 
messages of Father-La Jeune. This lady, a well- 
to-do French widow, had gone to the Ursuline Con- 
vent at Tours to interest the sisters there in the 
founding of a hospital. The result was that three 
sisters from each order were chosen to go in 
company with Madame de la Petrie and they set 
sail from France May 4, and arrived at Quebec 
on August 1, 1639. Almost immediately they 
set up a make-shift hospital for the care of 
the sick and teaching of the people of Quebec. 
The story from then on is one of many hardships, 
smallpox epidemics, and Indian massacres, but the 
work carried on. They were aided in their efforts 
by Dr. Robert Giffard who had settled in Quebec 
in 1627 and he is named as the first attending 
surgeon of the hospital. The valor of Madame de 
la Petrie stands forth as a bright and shining light 
in the early history of Quebec. 


Hotel Dieu de Montreal 


From Quebec the hospital scene moves to Mont- 
real*: ’°.1! and in the founding of the Hotel Dieu of 
that city is woven dreams, visions, and Divine 
guidance. Mlle. Mance, a gentle lady of France, 
was 34 years of age when she felt a divine call to 
go to Paris and consult the priests there, regard- 
ing her desire to found a hospital in the wilderness 
of Canada. In Paris she was introduced to Ma- 
dame de Bouillon and from her received a promise 
of enough money to found a hospital. With this 
promise she went to Rochelle to sail for Canada. 
Here at this seaport she providentially met Jer- 
ome de la Dauversiere who had been directed by a 
vision while at his devotions, to found a new order 
of hospital nuns and to establish a hospital on 
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the island called Montreal in Canada. There had 
also come to Rochelle at the same time a young 
priest, Jean Jaques Olier, who had been visited by 
a vision and told to found a society of priests and 
establish them on the island of Montreal. Mont- 
real at this time was merely a place in the wilder- 
ness. These three, then, who had received the 
divine calls, arrived in Quebec in August of 1641, 
too late to begin their work that winter. The 
following spring the party proceeded to the island 
of Montreal. There, on the day of arrival during 
the afternoon and evening, the devoted company 
built a crude altar and amid burning campfires 
and glittering fireflies they consecrated their lives 
to the work of establishing an abode for the sick. 
Here, after three years of hard labor the hospital 
was established. It was a wooden building, 60 
feet long and 24 feet wide, of axe-hewn logs, crev- 
ices filled with mud, the roofs of slabs, and con- 
taining two large wards for patients, a kitchen, 
and rooms for Mlle. Mance and the servants. The 
hospital was dedicated to St. Joseph. It was to 
entertain, nourish, and medicamenter the poor 
sick people of the country and to instruct them in 
all the things necessary to their well-being. There 
was an outstanding lack in this hospital; there 
was no physician. Mlle. Mance and the priests 
had to administer to the needs of the people. 


The life story of Mlle. Mance should stir the 
heart of any nurse because of the devotion of this 
woman to the care of the sick and injured.'! Her 
portrait still hangs in the Montreal Hospital and 
is described as follows: “Face long and delicate 
with fine and regular features, clear large dark 
eyes, long straight nose, curly hair escaping from 
the closely fitted cap, and a dimpled chin. A short, 
scant cape is pinned around her shoulders, and the 
face looking downward has a genuine expression 
that reminds the spectator of the famous Cenci 
portrait in the Barbareni Palace at Rome.” 


Early Hospitals in the United States 


The beginning of the hospital system in the 
United States proper is very difficult to follow. 
Some would have us believe that in 1663° there 
was a small hospital established on Manhattan 
Island to care for the sick soldiers and negroes in 
the East India Company. The history, however, 
is meagre and we do not know what became of this 
institution. Another hospital for the treatment 
of contagious disease is supposed to have been 
established in Boston in 1717. It is a fairly well- 
known fact that about 1737* ™ a sailor named 
Louis was very much impressed with the lack of 
care for the sick poor in the city of New Orleans. 
He was successful in establishing a hospital. A 
letter dated May 20, 1737, stated that the hospital 
had five patients at that time. He was successful 
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also in business and later became an officer in the 


Company of the Indies. At his death he left his 
modest fortune as a foundation for this hospital. 
The hospital continued until 1779 when it was 
destroyed by fire and a new charity hospital, now 
the City Hospital, was built in 1780. 


Nutting and Dock, in their “History of Nurs- 
ing’’® state, “The first hospitals to offer con- 
tinuous service from their date of founding, and 
which were to be established in the territory 
known as the thirteen colonies, were in Philadel- 
phia. There is some controversy as to whether 
Old Blockley or the Pennsylvania Hospital de- 
serves the honor of being first. In 1730 the his- 
tory of Old Blockley began when an almshouse 
was established in Philadelphia. Old Blockley was 
used both as an almshouse and hospital. The 
Pennsylvania Hospital was granted its charter in 
1751.”” The two men largely responsible for the 
building of this hospital were Dr. Thomas Bond 
and Benjamin Franklin. We have, therefore, the 
right to claim Benjamin Franklin as a patron of 
the hospital. It is interesting to have this side- 
light on the character of that famous American 
who entered into so many phases of our American 
life at that period. He later served for a year or 
more as the second president of the hospital. 


The New York Hospital was founded in 1770.* 7” 
The early history of .this institution was inti- 
mately linked with old Trinity Church and had as 
its moving spirit, Sir Henry Moore. In this hospi- 
tal hangs the portrait of one Dr. Valentine See- 
man, an early member of the staff, and underneath 
the portrait is the letter of presentation which 
reads in part, “In 1798 he organized in the New 
York Hospital the first regular training school for 
nurses from which other schools have been estab- 
lished extending their blessings throughout the 
community.’’* } It is interesting to note how long 
hospitals had been established before there was 
any effort to train nurses. The above quotation 
was the first I could find in the literature mention- 
ing the establishment of nurses’ training. Like so 
many advances in medicine, however, the nurses’ 
training schools were very slow in developing, and 
it was almost one century after this that nurses’ 
training on any sizeable scale was adopted in the 
United States. 
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Wool 


Wool is nature’s answer to the problem of pro- 
viding insulation to animals of the sheep family. 
It has the two qualities of entrapping air to form 
an insulating layer, but a minimum resistance to 
the evaporation of skin moisture which is nature’s 
method of cooling. 


Each species and each breed of the species has 
its characteristic wool, but these characteristics 
are further modified by the climate in which the 
animal lives, his feeding, watering, and care. Like- 
wise wool graders recognize as many as seven 
grades of wool coming from the same animal, each 
of which has characteristics fitting it for some one 
special purpose. 


There are said to be five hundred grades of vir- 
gin wool. These do not include the “garnet” or 
reworked wool often used in the cheaper fabrics. 
The process of recovering wool from a woven 
fabric involves certain chemical and mechanical 
treatments which rob it of many of its most de- 
sirable qualities. While this so-called “garnet” 
wool is often used in the cheaper grades of fabrics, 
and will pass all the legal and chemical tests for 
“all wool,” the fibers are short and lifeless and 
cannot produce the quality of fabric which is pos- 
sible only by use of virgin wool. 


Cashmere wool and camel’s hair wool are the 
finest wools produced. Cashmere fibers are five 
times finer than standard one-quarter blood 
sheep’s wool, and for a given warmth of blanket 
for instance require but three-quarters as much 
total weight. 


The best grades of wool have microscopic ser- 
rations on the surface which enable the fibers to 
cling to each other. They cling so persistently that 
before the wool can be carded successfully it must 
be lubricated with oil. For best results the oil 
chosen must be one which will neither injure the 
fiber nor require so harsh a washing process for 
its removal that the washing process will, in turn, 
injure the fiber. 


The best wool for blanket purposes is from the 
loin of the sheep, a zone extending from the front 
of the hipline about two-thirds of the way forward 
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Blankets 


to the shoulder line and down on each side about 
one-third of the way to the belly. 


In the process of manufacture, the first step is 
carding by which the tangled mass of fibers is 
combed out until all lie in the same direction. The 
thoroughness of the carding process determines 
the uniformity of the yarn which can be roved and 
spun from the fibers. 


In spinning, the diameter, weight, twist, and 
strength of the yarns must be kept under constant 
control if uniform, high quality of yarn is to re- 
sult, and without such yarn a high class fabric 
cannot be produced. 


In weaving, the warp must be of strong, light- 
weight fine spun yarn. The closer and finer the 
warp the more securely it holds the filler yarns, 
and the more durable the fabric. The filler yarns 
must likewise be compactly woven as it is by a 
combing process that the nap is produced from 
these filler yarns. The closer the weave the 
warmer and more serviceable the blanket. 


In order to minimize shrinkage the best blanket 
mills resort to the fulling process. In this process 
the blanket is woven oversize and treated with 
olive oil and castile soap to pre-shrink it to de- 
sired size. After the fulling process the blanket 
is put through a wet napping process to raise the 
nap, then dried, and finally through a dry napping 
process which has the effect of knitting together 
the nap raised in the wet napping and thus to pro- 
duce a multitude of tiny insulating air pockets 
and increase softness, elasticity, durability, and 
warmth. 


White or pastel shade blankets are more expen- 
sive than the darker colors because so small a 
proportion of the fleece is white enough for use, 
undyed or dyed in pastels, that it commands a 
premium in the wool market. The yellowish or 
grayish wools can be brought to standard color by 
the darker dyes. Solid color blankets are vat 
dyed; i. e., dyed after manufacture, while striped 
blankets require the yarn to be dyed before 
weaving. 
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Approved List of Hospital Care 
Insurance Plans 


C. RUFUS ROREM, Ph.D., Chicago 


ciation, through the Committee on Hos- 

pital Service, issued approval certificates 
to forty non-profit hospital care insurance plans 
throughout the United States. These plans re- 
ported a total enrollment of 1,600,000 employed 
persons on April 1, 1938, as compared with 
800,000 one year ago, 300,000 in 1936, and 75,000 
in 1935. They do not include about thirty-five 
single hospital plans and others not officially ap- 
proved by the American Hospital Association or 
any privately operated stock or mutual insurance 
companies. 


O: APRIL 18, the American Hospital Asso- 


The standards used by the Association are those 
originally published in the March issue of HOS- 
PITALS and printed in pamphlet form as ‘“‘Stand- 
ards for Non-profit Hospital Care Insurance 
Plans.” The published lists will be expanded as 
new plans are formed or existing ones meet the 
standards of the Association. 


Approval Day Ceremonies 


“Approval day”’ ceremonies were held in a 
number of cities, with addresses by civic and hos- 
. pital leaders and presentation of the certificates 
by official representatives of the Committee on 
Hospital Service. Many of the plans announced 
their approval-by local radio broadcast and a 
round-table discussion was carried over the NBC 
network on the evening of the eighteenth. Ar- 
rangements for national publicity were completed 
by Maxwell Hahn of New York City and Benja- 
min J. Green of Chicago. 


The largest reported enrollment is in New York 
City with 658,000 full-coverage subscribers; nine 
plans in New York State account for 900,000 em- 
ployed persons and dependents; the Cleveland 
plan now covers 80,000 employed persons with 
12,000 dependents; Minnesota has 75,000 em- 
ployed and 89,000 dependent members; Rochester 
reports 50,000 workers and 43,000 family mem- 
bers. The following plans are included in the 
ten largest as to total membership:-North Caro- 
lina, 57,206; Syracuse, 51,788; Washington, D. C., 
50,000; Chicago, 40,744; Newark, 35,548; New 
Orleans, 35,313. During the past six months, 
Boston enrolled 28,648 ; Baltimore exceeded 15,000 
in four months; and Pittsburgh has reached 
14,000 since January, 1938. 
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Hospitals Guarantee Benefits Through Service 
Contracts 


The hospital service needed by a subscriber is 
guaranteed by contracts with ‘“member-hospitals” 
in each community, by which these hospitals as- 
sume the ultimate responsibility to provide the 
care. This assumption of responsibility by the 
hospitals avoids the possibility of an assessment 
upon policyholders during periods of financial 
stress. The American Hospital Association does 
not take a position of hostility to well-established 
stock or mutual insurance companies offering hos- 
pitalization expense benefits to individuals or 
groups of policyholders. The Association does, 
however, warn hospitals and the public against 
affiliation with fly-by-night organizers who are 
attempting to capitalize the present interest in 
hospital care insurance—“group hospitalization.” 
Community-sponsored non-profit hospital service 
plans do not encroach upon a field now occupied 
by private insurance companies. In fact, more 
than fifty of the largest insurance companies in 
the United States have actively supported the 
movement and enrolled their home and branch 
office employees in local non-profit hospital service 
associations. 


Hospitals should be cooperative rather than 
competitive institutions. For this reason the 
American Hospital Association does not recom- 
mend the establishment of more than one non- 
profit insurance plan in each community. Too 
much emphasis cannot be placed upon the oppor- 
tunity for all hospitals of standing to participate 
in a non-profit hospital care insurance plan. A 
subscriber should be free to choose his hospital at 
the time of illness. 


Hospital care insurance stands midway be- 
tween private enterprise on the one hand and 
social insurance on the other. The systematic 
payments made by subscribers to the insurance 
plans tend to reduce the risk which has been 
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carried by hospitals in the past. More than 
100,000 hospital bills have been paid for employed 
people and their families. This movement, which 
should reach 10,000,000 persons within five years, 
requires that hospitals assume responsibility for 
the lowest possible rates to subscribers and for 
efficient service within the institutions. The plans 
exemplify the American ideal of individual initia- 
tive and social responsibility without political 
interference. 


Ward Service Plans Being Studied 


The rural population and the unskilled em- 
ployees in the larger industrial areas probably 
will require somewhat lower rates than now pre- 
vail, if they are to discontinue their present 
custom of seeking care in the tax-supported city 
or county institutions. Some attention has been 


given to hospital care insurance for service in the, 


minimum types of room accommodations, usually 
referred to as “wards.” The introduction of a 
ward service plan involves, in some communities, 
special arrangements for medical attention of the 
patients by their private physicians, but such 
arrangements have already been effected in sev- 
eral communities, particularly Cleveland, Buffalo, 


and the state-wide plan in Alabama and North 
Carolina. A combined medical and hospital insur- 
ance plan for ward service is being studied by a 
committee representing the five boroughs of the 
New York City Medical Society. 


Hospital care insurance is being studied by 
governmental agencies concerned with health and 
welfare, particularly the research staff of the 
Social Security Board who regard hospital ser- 
vice as an important factor in the economic 
security of the individual. From the strictly 
financial point of view, local governments could 
afford to underwrite a hospital care insurance 
plan for the low income groups in the population, 
since many of them are now receiving completely 
free medical and hospital care at the expense of 
the taxpayers. This means that the future com- 
petition of community-wide non-profit plans may 
come, not from privately owned hospital insurance 
corporations, but rather from local or state gov- 
ernments which may institute or support plans 
for which membership is required by law for 
employed persons with incomes below stated 
limits. There appears to be very little probability 
that national legislation will be enacted dealing 
with the field of hospital care alone. 


List of Hospital Care Insurance Plans 


Approved by the Committee on Hospital Service of the American Hospital Association, April 1, 1938 


Date —__—_—— Enrollment 


Hospital Service Corporation of Alabama, Birmingham 
Ed S. Moore, Manager 


Insurance Association of Approved Hospitals, Oakland, California 11,021 2,804 


J. Philo Nelson, Manager 


Dependents Total 
30,420 


Subscribers 


18,031 12,389 


Organized 


13,825 


Intercoast Hospitalization Insurance Association, Sacramento California 7/32 


J. O. Thorpe, Manager 


Associated Hospital Service of Southern California, Los Angeles 


L. B. Rogers, M.D., Executive Director 


Plan for Hospital Care, New Haven, Connecticut 
Robert Parnall, Managing Director 


Hospital Service Plan, Norwalk, Connecticut 
Kenneth M. Coleburn, Executive Secretary 


Group Hospital Service, Wilmington, Delaware 
H. V. Maybee, Manager 


Group Hospitalization, Washington, D. C 
E. J. Henryson, Director 


United Hospitals Service Association, Atlanta, Georgia 
C. J. Anderson, Executive Direetor 


Plan for Hospital Care, Chicago 
Perry Addleman, Executive Director 


Associated Hospitals of Danville, Illinois 
Thomas Graham, Executive Director 


Decatur Hospital Service Corporation, Decatur, Illinois 
Donald Murphy, Director 
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12,070 23,919 


3,406 11,005 


4,798 11,301 


15,000 50,000 


2,871 


40,744 


934 


1,600 
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Central Illinois Hospital Service, Peoria, Illinois........... ek eee 
Paul F. Bourscheidt, Director 


Ashland Hospital Service Association, Ashland, Kentucky........... 
D. Lane Tynes, Secretary 


Flint-Goodridge Group Hospital Service Plan, New Orleans........... 
A. W. Dent, Superintendent 


Hospital Service Association of New Orleans, Louisiana............ 
Edward Groner, Manager 


Associated Hospital Service of Baltimore, Maryland................ 
J. D. Colman, Director 


Associated Hospital Service of Massachusetts, Boston............... 
R. F. Cahalane, Director 


Minnesota Hospital Service Association, St. Paul, Minnesota........ 
E. A. van Steenwyk, Director 


Group Hospital Service, St. Louis, Missouri...........ccccccccscees 
Ray F. McCarthy, Director 


Hospital Service Plan of New Jersey, Newark, New Jersey.......... 
J. Albert Durgom, Director 

Associated Hospital Service of Capital District, Albany, New York.. 
Edward R. Evans, Executive Director 


Hospital Service Association of Western New York, Buffalo, New York. 
Carl M. Metzger, Director 


Geneva Hospital Service Corporation, Geneva, New York............ 
Mrs. Corydon Wheat, Manager 


Jamestown Hospital Service Corporation, Jamestown, New York...... 
Robert E. Johnson, Managing Director 


Associated Hospital Service of New York, New York City........... 
Frank Van Dyk, Executive Director 

Rochester Hospital Service Corporation, Rochester, New York........ 
Sherman D. Meech, Director 

Group Hospital Service, Syracuse, New York............eeeeeeeeees 
W. W. Seymour, Secretary 

Central New York Hospital Service Corporation, Utica, New York... 
H. C. Stephenson, Managing Director 

Hospital Service Corporation of Jefferson County, Watertown, N. Y.. 
W. M. Heslop, Director 

Hospital Saving Association of North Carolina, Chapel Hill, N. C. .... 
Felix Grisette, Executive Secretary 

Hospital Service Association of Summit County, Akron, Ohio........ 
Thomas B. Wood, Director 

Cleveland Hospital Service Association, Cleveland, Ohio.............. 
John A. McNamara, Director 

Abington Hospitalization Plan, Abington, Pennsylvania.............. 
W. B. Lange, Executive 

Hospital Service Plan of Easton, Easton, Pennsylvania............... 
A. R. Hazzard, Executive 

Capital Hospital Service, Harrisburg, Pennsylvania................. 
Clement W. Hunt, Executive Director 

Hospital Service Association of Pittsburgh, Pennsylvania............ 
Maurice J. Norby, Managing Director 

Holston Valley Community Hospital Plan, Kingsport, Tennessee..... 
G. W. Eutsler, Managing Director 

Tidewater Hospital Service Association, Norfolk, Virginia........... 
William R. Lowe, Managing Director 


Richmond Hospital Service Association, Richmond, Virginia.......... 
M. Haskins Coleman, Director 
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Date 
Organized 


12/36 


4/36 


12/36 


2/34 


11/37 


10/37 


7/33 


4/36 


1/33 


9/36 


1/37 


1/36 





——Enrellment——————_ 


Subscribers Dependents Total 
1,964 1,557 3,521 
1,018 2,015 - 8,088 
1,500 1,100 2,600 

17,374 17,939 35,313 
9,650 5,600 15,250 
16,825 11,823 28,648 
75,169 88,699 163,868 
17,838 9,358 27,196 
21,000 14,548 35,548 
7,737 6,640 14,377 
12,546 13,189 25,735 
982 88 1,070 
1,003 674 1,677 
371,249 286,382 657,631 
50,167 43,402 93,569 
29,861 21,927 51,788 
8,490 7,766 16,256 
1,180 900 2,080 
39,009 18,197 57,206 
i eee 11,929 
80,000 12,000 92,000 
2,209 5,038 7,247 
4,775 6,108 10,883 
8,114 5,995 14,109 
2,589 4,824 7,413 
6,339 4,191 10,530 
7,282 3,993 11,275 
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Sportsmanship in Hospital Buying 






WILLIAM S. McNARY, Denver, Colorado 


enough sportsmanship in either buying or 


| IS my considered opinion that there is not 
selling. 


The only reason for the word “Hospital” in this 
title is that we are all particularly interested in 
hospitals. As a matter of fact, good buying prac- 
tice is the same for a hospital, a steel plant, or the 
corner drug store. In any event, a title is only a 
“come-on” to intrigue the prospective audience 
and the test of the talk, like the soup, is in its 
savor. 


While I believe what Iam going to say and know 
that most of the rules I shall lay down are good 
rules, I cannot boast that I have always practiced 
what I preach. When I have failed to do so, how- 
ever, I have invariably had cause to regret it. A 
good rule to begin with is the Golden Rule, “Do 
unto others as you would have others do unto 
you.” Give the salesman a square deal if you 
expect to get one. If you try to put over a fast 
one, you should not be surprised to end up holding 
the short straw. 


I have always believed that Emerson’s Law of 
Compensation is pretty certain to work out. A 
buyer should not ask everything and give nothing. 
This may be possible for a time, but it is not fair 
and it is not the way to get the most for your 
money. 


Four Simple Rules of Buying 


There are only a few simple rules to remember 
in buying. 


1 Pick your sources of supply carefully 

2 Be honest 

3 Be courteous 

4 Remember your whole loyalty is to your 
employer 


Picking Your Sources of Supply 


The first rule is, I believe, the hardest of all, 
because in justice to your institution and to the 
many good and reputable dealers supplying the 
hospital field you cannot confine your buying to a 
few dealers of known high standing. A policy of 
continued sampling and sorting of dealers and 
brands is desirable. This does not mean that you 
should buy from a different firm every time, but 
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after proper investigation you should be willing 
to experiment with new firms and new products. 
You do not have time, you say? But you must 
find it and I believe you can if you will make up 
your mind to try. In this process of sorting the 
sheep from the goats, there are many things to 
remember. I do not believe it is good policy to 
buy from anyone the first time he calls on you, 
unless, of course, he is a new representative of a 
firm with which your business relations are well 
established. Let him come again; the persistent 
man may have something you can use to advan- 
tage. The man who gives up after one or two 
trips is either unqualified as a salesman or does 
not have a product which can be sold against stiff 
competition. Talk to the salesman; let him tell his 
story; ask him questions. If he cannot answer 
intelligent questions, get rid of him as Soon as 
you can because the firm which sends men out 
without proper training and accurate knowledge 
of their goods does not deserve consideration. 


One of the first things to find out about any 
salesman or firm is whether or not the first propo- 
sition is also the best. Sometimes it is—and those 
usually are the best firms. Frequently it is not. 
Try this on the first book salesman who managés 
to get into your office. Refuse each proposal as it 
is made and you will find that each refusal brings 
forth a more attractive proposition than the one 
before. If you can refuse his final offer of the 
world with a little red fence around it, in India 
paper and a genuine morroco binding, then you 
have really learned to say, “No.” 


Once you have decided to patronize a new dealer, 
go ahead, trust the salesman and let him know 
you do, but remember this—if he proves he is not 
on the square, if you find that he or his firm or 
their goods are not as represented, do not let the 
same man get the best of you twice. You will 
lose his respect as well as that of other people 
with whom you do business. The buyer who never 
made a mistake probably has yet to be born. If 
you have never made a purchase you have re- 
gretted you are not, in my opinion, a good buyer. 
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You are in the same category with the banker 
who never made a bad loan, because like the 
banker, you have passed up a lot of good business 
by playing too safe. 


One advantage of dealing with reputable firms 
is that when you learn of a bargain you can snap 
it up without any qualms. You can take the 
seller’s word, realizing that frequently he knows 
much more about his product than you do. If 
you deal with any fly-by-night salesman, you may 
find a bargain is not always a bargain. Some- 
times I think that a buyer for a big institution 
learns less and less about more and more until 
after a while he knows almost nothing about 
everything. Conversely, some specialists in the 
selling field, as in other lines, learn more and more 
about less and less until eventually they know 
nearly everything about almost nothing. At any 
rate, the intelligent advice of an honest salesman 
who is well versed in his line should be of great 
value to any buyer. 


Honesty in Purchasing 


The second general rule is to be honest in your 
dealings with the merchants who supply you. 
Guard your reputation as a buyer above all things. 
Let it be known what your general policies are 
regarding quotations and the handling of orders 
and stick to them regardless of pressure. This 
may be the hardest single thing you have to do. 
An order once given must never be recalled be- 
cause you have been able to obtain a better price 
elsewhere. A quotation once given should be 
sacred until the order is placed or until it has been 
decided not to place the order at all. Once you 
have told a salesman his quotation is high, he 
must not be allowed to lower it on any grounds 
unless some change in general market conditions 
makes it advisable to throw out all bids and ask 
for new ones. There is probably no one here who 
has had any buying responsibility who has not 
been asked to allow some firm to “meet or beat” 
the lowest price bid by competitors. If you allow 
this you are not an honest buyer. You may get a 
better price sometimes, until your methods are 
discovered, but you and your hospital will suffer in 
the long run. Even the firms you so favor will 
lose their respect for you, because they know you 
will probably do the same thing later on for one 
of their competitors. 


Another thing, if a price differential is made in 
favor of the home town dealers, do not be afraid 
to say so. I will not here attempt to argue the 
pros and cons of tnis highly controversial subject, 
but I do believe this condition, where it exists, 
should be known to the bidders. I have said be- 
fore that a quotation once given should be in- 
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violable. It should not be subject to change down- 
ward. Theoretically, this works both ways but it 
is not always wise to insist on this. An honest 
mistake should be subject to correction and if no 
information whatever has been given out regard- 
ing any of the bids, alterations either up or down 
may be permitted at the discretion of the buyer. 
Similarly if a bid is palpably erroneous I believe 
the buyer should call it to the attention of the 
bidder, if possible before awarding the order. 
Where a closed bid system is used and an order 
is awarded before a mistake is discovered, it is 
sometimes good practice to permit upward revi- 
sion of a bid so that the bidder is not forced to 
take a loss on the order. Here again the buyer’s 
sense of fair play, both as regards his institution 
and the dealer must be invoked. The seller, how- 
ever, should be prepared to make good on his bid 
and if he refuses must be given no further con- © 
sideration. 

Courtesy 


The third rule is—Be courteous. Much more 
than common decency in talking to salesmen is 
implied. You do not like salesmen who waste 
your time—neither do I, but how considerate are 
we about wasting their time. A buyer should not 
set office hours for salesmen and then disregard 
these hours. This is done only too often. If you 
have very liberal hours for salesmen, you may 
frequently find it necessary to be away from your 
office during these hours, but if you allow only an 
hour or two, two or three times a week, you should 
make every effort to be available at those times. 


If one or more persons are waiting for you and 
you know you will not have time for them, it takes 
but a few seconds to send them word to that 
effect. I believe this is only elementary courtesy. 
If you do not know whether or not anyone is wait- 
ing, you should make arrangements with your 
secretary to keep you informed or let her arrange 
your appointments. Some one has to pay for the 
time a salesman wastes in the outer office. I be- 
lieve the hospital and its patients pay in the end. 


When the salesman finally gains admission to 
the inner sanctum give him a chance to tell his 
story in reasonable detail, especially if you have 
not heard it before. Perhaps you are sure you 
can not use his product, before he even says “Good 
Morning,” but then perhaps you are wrong. You 
may learn something which will repay you for 
many wasted interviews. After he has had his 
day in court, make up your mind and tell him 
your decision without beating around the bush. 
If you have no intention of buying, say so. If you 
want a sample, ask for it and give it a fair trial 
as soon as you can. Too many buyers ask for 
samples or accept those proffered simply to get 
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rid of an insistent salesman. These tactics result 
only in subsequent calls and wasted time for all 
concerned. In other words, learn to say “No.” 
If you do not you will never be a good buyer or a 
good executive in any position. While it is true 
that courtesy involves talking as well as listening, 
do not overdo the talking end and do not talk at 
all if you do not know what to say. The amount 
of information you can get by keeping your ears 
open and your mouth closed is often simply 
astounding. 


Loyalty to Your Employer 


And so we come to the last rule—Loyalty to 
your Employer—in our case the hospital. Follow 
the Purchasing Agents’ code and you will not go 
far wrong: “The best goods for the least money 
without favor or prejudice.” If you do this neither 
you nor your hospital will suffer in the long run. 
No one is giving anything away for which he does 
not expect to get paid. Remember that and do 
not allow yourself to get too close in your personal 
relations to any one from whom you purchase. 
It is extremely difficult to lay down hard and fast 
rules about this because people are different and 
local custom and prejudices must be considered. 
Good fellowship is all right in its place but can 
very easily be overdone. Acceptance of a box of 
cigars or candy at Christmas does not mean that 
a buyer is taking a bribe, while a trip to Florida 
with expenses paid by an attentive salesman 
would hardly be in good taste to say the least. The 
buyer who feels he has incurred any obligations, 
however slight, is at a disadvantage and consider- 
able tact is frequently called for in handling this 
problem of gifts. Again it is a matter of good 


judgment and a buyer must have good judgment 
above all things. 


Remember you are paid to know your business. 
You have a job to do and no one else can do it for 
you and for that matter no one else can keep your 
job for you. Spend your institution’s money at 
least as carefully as you would your own. Do not 
be afraid to ask either the seller or the department 
heads and other employees in your institution for 
advice. They may know a great deal more about 
any given item than you do. A sportsman will not 
bully a salesman, neither will he allow himself to 
be bullied. Every order you give is used by a 
salesman to help him get an order elsewhere. 
What we buy and from whom we buy becomes 
known from coast to coast and it behooves us to 
investigate carefully before committing ourselves 
and our institutions. 


A hospital is judged in no small measure by the 
purchasing agent and the standards he maintains. 
Let us show consideration to salesmen as well as 
to patients so that we may not be deserving of 
Elbert Hubbard’s definition of a purchasing agent, 
which happily is not as true as it may have been 
when he said it. 


Elbert Hubbard said, “The typical buyer is a 
man past middle life, spare, wrinkled, intelligent, 
cold, passive, non-committal; with eyes like a cod- 
fish, polite in contact, but at the same time un- 
responsive, cool, calm and as damnably composed 
as a concrete post or a plaster-of-paris cast; a 
human petrification with a heart of feldspar and 
without charm or the friendly germ, minus 
bowels, passions, or a sense of humor. Happily 
they never reproduce, and all of them finally go 
to hell.” 
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Receives the Walter Burns Saunders 
Memorial Award 


Helen McDonough of Pittsburgh, chairman of 
the Private Duty Section of the American Nurses’ 
Association, received the Walter Burns Saunders 
Memorial Medal as the representative of all bed- 
side nurses. The award was made by Dr. Loyal 
Davis, professor of surgery at Northwestern Uni- 
versity Medical College. 


The medal is presented each biennium to an 
outstanding nurse who has rendered distinguished 
service in her profession. The medal this year 
was inscribed as follows: “Awarded to those who 
have devoted their professional lives to sympa- 
thetic and intelligent bedside nursing.” 


The medal was presented at the opening session 
of the American Nurses’ Association Convention, 


May, 1938 


Kansas City, on Monday evening, April 25. The 
Committee on Award was Susan C. Francis, Nellie 
X. Hawkinson, Amelia Grant and W. L. Saunders. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 

Single copies may be secured for 30 cents 
a copy. 
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A Study of Deaths and Necropsies at the 
Hospital for Joint Diseases 


MAXWELL S. FRANK, M.D., New York City 


interpreted records of deaths and necropsies 

has long been recognized. A _ standardized 
method for the analysis of the results of efforts to 
obtain necropsies would greatly facilitate the un- 
derstanding of the difficulties involved in obtaining 
consents for postmortem examinations, and would 
suggest ways of overcoming them. Such an 
analytical approach would make available the fol- 
lowing information: 


To need for accurately compiled and carefully 


1 Factors affecting the relationship of the 
number of necropsies performed to the 
number of deaths 


2 Importance to medical advancement of 
securing a high number of necropsies 


3 Data that would permit an analysis of the 
shortcomings of some of the methods em- 
ployed in obtaining authorization for post- 


The Author 


@ Dr. Maxwell S. Frank is a Resident in 
Hospital Administration at the Hospital for 
Joint Diseases, New York City. 





private patients would be compensation patients 
and patients admitted under group hospital plans. 


In compiling the statistics for this study, all 
deaths at the Hospital for Joint Diseases during 
the year 1936 were included. Medical examiner’s 
cases upon whom postmortem examinations were 
performed at the Hospital were credited as Hospi- 
tal necropsies; bodies removed by the medical ex- 
aminer’s office were not included. 


Table 1 
Deaths and Necropsies at the Hospital for Joint Diseases 
1936 


. : Total Necropsies Performed 
mortem examinations Deaths No. Per cent 
‘ : : : WIGRONS oi eG oscniareieles 161 62 38.5 
In this study, the relationship between physi- — = — 
cian and patient was regarded as the basis for Ward deaths ........ 
: “ Private deaths ...... 68 13 19.1 


differentiating between ward and private patients. 
A patient who is admitted for hospital care, and is 
attended by a physician of his own selection, 
would be considered to be a private patient. He 
would occupy private, or semi-private accommoda- 
tions. An in-patient who has no personal physi- 
cian but is attended by the staff physicians of the 
Hospital for Joint Diseases would be classified as 
a ward patient. Patients in this category would 


Study of the above chart reveals the con- 
sistently smaller percentages of necropsies ob- 
tained in the private patient group. It indicates 
the necessity for a more efficient plan of approach 
and for greater efforts to secure authorization for 
postmortem examinations upon this group of pa- 
tients. It also elicits the need for emphasizing 
to the visiting staff the importance of cooperat- 





always occupy ward accommodations. Included as ing with the house staff in these efforts. Too 








Table 2 
Monthly Analysis of Ward and Private Deaths and Necropsies in Relation to Total Deaths and Necropsies 
1936 z 

WARD PRIVATE TCTs 

Necropsy Necropsy ‘ Necropsy 

Month Deaths Necropsies Percent Deaths Necropsies Percent Deaths Necropsies Percent 
January .... 10 6 60. 6 1 Mis 16 7 43.8 
February ... 10 6 60. 5 0 0. 15 6 40.0 
March «3... 13 7 54, 8 4 50. 21 1d 52.4 
Ps re 12 6 50. 9 3 338. 21 9 42.9 
LT res 5 2 40. 8 0 0. 8 2 25.0 
i 5 3 60. 7 2 29. 12 5 41.7 
PRN eis scas 10 2 20. tf 0 0. 17 2 11.8 
August - 7 88. 6 2 33. 14 9 64.3 
September .. 4 3 75. 6 uy 18. 10 4 40.0 
October .... 5 2 40. 3 0 0. 8 2 25.0 
November .. 5 4 80 5 0 0. 10 4 40.0 
December... 6 1 a7. 3 0 0. 9 1 11.1 
aoe ....0 38 49 52.6 68 13 19.1 161 62 38.5 
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often, postmortem examinations upon private pa- 
tients are not performed because of the indiffer- 
ence—or at time distinct disfavor—of the visiting 
physician when the question is raised of appeal- 
ing to the patient’s family for necropsy authori- 
zation. While it is probably true that necropsy 
percentages upon private patients may never be 
brought up to the level of the ward group, un- 
doubtedly they can be considerably increased by 
knowledge of the obstacles responsible for keep- 
ing them low, and by sustained and energetic ef- 
forts to overcome these obstacles. 


The percentage for ward patients’ necropsies for 
the year was 52.6 per cent. Although this figure 
is fairly high, it indicates the need for uniform 
efforts throughout all months of the year, since 
experience shows that during the months of July 
and December ward percentages dropped to 20 per 
cent and 17 per cent respectively. A consistently 
high percentage of ward necropsies should be 
maintained, and there is no acceptable explanation 
for sharp fluctuations other than a let-down in 
effort. Generally, senior members of the house 
staff, because of their longer experience, develop 
more effective techniques of requesting and ob- 
taining authorization for necropsies. Any let- 
down in the number of consents for postmortems 
can be buoyed up by talks to the staff at regular 
periods by the medical director and by members 
of the laboratory and research committee. They 
prove of value in overcoming the decreased efforts 
during any period. The situation would be further 
helped if, at the time when the new intern is in- 
troduced to the hospital, a meeting were held at 
which the pathologist might outline fhe labora- 
tory service, and emphasize, as forcibly as pos- 
sible, the importance of securing permission to 
perform necropsies. 


For the purpose of uniformity, and in order to 
avoid misleading statistics, separate analysis 
should be made of the private and ward patients. 
The part of the study which follows will be based 
entirely upon the ward statistics. 


Religion 


Analysis of the deaths and necropsy percent- 
ages revealed several interesting factors, the cor- 
rect interpretation of which may be of value in 
planning a program to direct efforts more effi- 
ciently to increasing the Hospital’s total necropsy 
percentage. Table 3 discloses the approximation 
of the necropsy percentages for Jewish and Catho- 
lic ward patients, and further shows the higher re- 
sults obtained in the Protestant group. Appar- 
ently, a large part of our efforts should be ex- 
pended on the Jewish and Catholic groups. An 
educational program directed to the visiting staff, 
and cooperation with other hospitals in an appeal 
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for the assistance of the local religious leaders, 
would accomplish much in overcoming the reluc- 
tance of Catholic and Jewish families to granting 
authorization for postmortem examinations. 
Surely efforts to raise these percentages cannot 
but be productive. 


Table 3 


Percentage of Necropsies (Ward Patients) in Relation 
to Religion 


Necropsy 
Religion Deaths Necropsies Percentage 
SOs bo eo see 34 14 41.1 
Cathote <2. %< ces 32 15 46.8 
Protestant ...... 25 18 72.0 
Nat Stated»... 2 2 100.0 
ROGAN 5.63 cess 93 49 52.6 
Sex 


A study was made to determine whether the 
sex of the patient bore any relation to the Hos- 
pital’s total necropsy percentages. The following 
analysis shows the distribution between the sexes 
to be about even, and leads to the conclusion that 
the sex of the patient bears no influence on nec- 
ropsy percentages and may very likely be dis- 
regarded as a significant factor. 


Table 4 
Percentage of Necropsies in Relation to Sex 

Total Necropsy 

Sex Deaths Necropsies Percentage 
MMS scvaldccaes 69 36 52.1 
MOG sniccdieses 24 13 54.1 
MRE ico 93 49 52.6 

Color 


In view of the increasing percentage of admis- 
sions of colored patients to the Hospital (natives 
of Puerto Rico and their offspring are not usually 
included in this classification), an analysis of nec- 
ropsy percentages on the basis of color was com- 
piled. 


Table 5 
Percentage of Necropsies in Relation to Color 
Total Necropsy 
Color Deaths Necropsies Percentage 
WHO cectesece 85 43 50.5 
re 8 6 75.0 
uted” ..vesecs 93 49 52.6 


At first glance, it would appear that we obtain 
a much higher percentage of postmortem examina- 
tions among colored patients than among white. 
Several conflicting factors make the interpreta- 
tion of these figures difficult and even the figures 
themselves unreliable. The definition of “colored” 
presents a controversial problem. Natives (and 
the descendants of natives) of the Virgin Islands, 
or the British West Indies, and frequently of 
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Puerto Rico, promptly resent being classified as 


colored, particularly if, as frequently happens, .- 


there have been intermarriages with persons of 
white or partly-white ancestry. The problem is 
further complicated by the difficulty in delimiting 
the color classification of Central and South Amer- 
icans, Mexicans, Spanish Americans, mixed 
breeds, and even Spaniards of very dark com- 
plexion. In the final analysis, the classification is 
usually based on the color of the skin of the in- 
dividual, and since, further, the decision is usually 
made by clerks in the admitting office, the value 
of hospital statistics regarding color is vitiated to 
a large extent. 


Reference to Table 5 indicates that in 1936 
there were only 8 deaths of colored patients, 6 or 
75 per cent of whom had postmortem examina- 
tions. The total number of colored deaths is too 
low to permit sweeping deductions regarding a 
higher percentage of necropsies among colored 
than among white patients. There are, however, 
difficulties in securing permission for necropsies 
upon Negro patients, which are largely due to 
superstition and ignorance on the part of relatives. 
Frequently, the body is claimed by a former em- 
ployer, a lodge, or a society, and the person so 
acting does not feel at liberty or is legally incom- 
petent to grant consent. 


Age 


An analysis was made to demonstrate the nec- 
ropsy percentage among the various age groups. 
By means of this study, it is desired to show in 
which age groups more effort should be expended 
to secure postmortem examinations, and to ana- 
lyze the reasons for varying percentages in differ- 
ent age groups. 


Table 6 

Percentage of Necropsies in Relation to Age of Patients 

Total Necropsy 

Age Deaths Necropsies Percentage 
NB—10 ....6050 18 9 50.0 
BOS 0  .iiiicicwe 6 3 50.0 
20—30 .......... 14 9 64.4 
380—40 .......... 5 4 80.0 
40—50 .......... 12 6 50.0 
50—60 .......... 18 7 38.8 
oe | | 14 9 64.4 
70 and over...... 6 2 33.3 
2 | | a eee 93 49 52.6 


The lowest percentage was obtained in the age 
group above 70 years. As suggested by Hockett 
and Kaplan,’ the explanation for the small per- 
centage obtained in this age group may be at- 
tributed to resistance of the larger families who 
must be approached for authorization. Large fam- 
ilies, particularly among the so-called “foreign- 
born” often resort to a consensus of opinion meth- 
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od, irrespective of the wishes of those usually con- 
sidered as having the legal authority to grant per- 
mission. One objector in such a group, as Mills’ 
points out, is likely to overrule the desires of all 
the rest. Consequently, it is wise, under such 
conditions, to deal directly with those who are 
legally empowered to authorize postmortem exam- 
inations, or if this is impossible, to reduce to a 
minimum the number of those whose consent 
must be secured. Warwick* has shown statisti- 
cally that, in general, most relatives object to ne- 
cropsies for sentimental reasons. Since sentiment 
undoubtedly is mainly responsible for the difficulty 
encountered when requesting authorization for 
patients of the age group of 70 years and over, 
understanding and tact must be employed to rec- 
oncile the bereaved family to the idea of the ex- 
amination. The members of the house staff can 
be of great value in securing consent for necrop- 
sies in this age group, particularly in the case 
of ward patients, by establishing such a pleasant 
and cordial relationship between themselves and 
the patients’ families and friends that they real- 
ize that the patient has had the best professional 
care and most sympathetic treatment possible. 
With such a background, there is likely to be a 
greater willingness to cooperate with the request 
for a necropsy. In this connection, Mason‘ sug- 
gests that the proper person to be assigned to ob- 
tain consent for necropsies is that member of the 
staff who has come in most intimate and closest 
contact with the family and friends of the pa- 
tient. With ward patients, this is usually the in- 
tern, but with private patients, the intern should 
be replaced or his efforts supplemented by the 
family physician, since he often has given the 
major part of the care to the patient while at the 
hospital. The writer believes that the first ap- 
proach for a necropsy should be made by the phy- 
sician who has come most closely in contact with 
the friends and relatives of the patient. 


Study of Table 6 reveals the performance of 
most necropsies in the age group between 30 and 
40 years (80 per cent). This may be due to the 
greater interest of the staff in the pathologic find- 
ings which are moré commonly encountered at 
this period, or possibly to the smaller families who 
have to be approached. This, however, is in the 
nature of conjecture. Analysis on the basis of 
age groups is primarily of value in determining 
where greater efforts are indicated. 





1Hockett, A. J., and Kaplan, M. H. “Autopsy Percentages” 
The Modern Hospital, Pp. 49-51, October, 1937. 


‘2Mills, R. G. “Means of Securing Postmortem Examinations” 
Bulletin of American College of Surgeons, Pp. 40-57, Decem- 
ber, 1930. 

®Warwick, M. “Obtaining Permission for Autopsies’” Ameri- 
can Journal of Medical Science, Pp. 341-346, March, 1935 

4Mason, B. H. “Autopsies, Their Value, and Certain Factors 


That Will Influence Their Increase’ Bulletin of American Col- 
lege of Surgeons, Pp. 31-34, January, 1926. 
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Civil Status 


The patient’s civil status exerts a definite in- 
fluence upon necropsy percentages. We might ex- 
pect higher percentages where the family ties are 
less immediate, such as, among single adults and 
among patients who have been married, but who 
were divorced or separated at the time of death. 
This is confirmed by the statistics (Table 7) which 
show higher necropsy percentages among those 
patients whose civil status was recorded as “sin- 
gle, over 21 years” and “separated” or “divorced,” 
than among the “married” group. These findings, 
apparently, indicate that consent for postmortem 
examination is more easily secured from relatives 
and children than from husbands or wives. It is 
fair to conclude that, whenever resistance is met, 
and little progress is being made in securing au- 
thorization from a husband or wife, an indirect 
approach through the children or relatives may 
mean the difference between consent or refusal. 


Table 7 
Necropsy Percentages in Relation to Civil Status 
Total Necropsy 
Civil Status Deaths Necropsies Percentage 
Married) ...6c206s 29 12 41.3 
Single (over 21 
WONG Oo scacs oie 19 13 68.4 
Single (minors).. 25 13 52.0 
Widowed ..5..3.. 14 7 50.0 
Divorced or sep- 
Sarre 6 4 66.6 
"ROUME . Sonos aero 93 49 52.6 


Analysis by Services 


A comparative analysis of the necropsy per- 
centages secured by the various services elicited 
several interesting facts. Each major service of 
the hospital was analyzed from two points of 
view, private and ward patients being grouped 
separately. The classification “surgical special- 
ties” includes urology, proctology, gynecology, 
ophthalmology, otolaryngology, bronchoscopy, 
neurological surgery, and oral surgery. Internal 
medicine, neurology, dermatology, and syphilology 














were considered under the classification, “general 
medicine.” 


The lower percentages of postmortem examina- 
tions in the private groups are again in evidence. 
The personal factor offers an acceptable explana- 
tion for the various percentages obtained by the 
different services. This is especially applicable to 
the private patient group which represents the 
efforts of many visiting staff physicians. The 
house staff services are rotating thus eliminating 
any other but the personal factor as the correct 
explanation. It is difficult to explain why the gen- 
eral surgical service should have the lowest nec- 
ropsy percentage (32.81 per cent). The not in- 
frequent short interval which exists between ad- 
mission and exitus among seriously-ill or emer- 
gency patients fosters reluctance of relatives and 
friends to grant permission for postmortem ex- 
aminations. Relatives and friends who under 
other circumstances, might be inclined to grant 
permission, are too upset and overcome by the 
sudden nature of the illness to be able to adjust 
themselves easily to the fact that the patient has 
died. In medical conditions, on the other hand, 
hospital care is usually sufficiently prolonged to 
allow time to the family to have adjusted itself for 
an obviously inevitable outcome. The exact part 
which this factor plays in influencing the final sta- 
tistics is not definitely known. An additional ex- 
planation may lie in the reluctance of surgeons to 
“lose face” before the family after an unfortunate 
surgical outcome. In any case, it may reasonably 
be inferred from these figures that not enough sur- 
gical mortalities come to the necropsy table, espe- 
cially among the private group. Procedures to 
overcome this situation could be instituted with 
considerable expectation of a successful result. 


Nativity 


The analysis of nativity was a broad one, no 
attempt having been made to make an analysis by 
country. A distinction was drawn only between 
those patients born in the United States and those 
born abroad. 








Table 8 
Necropsy Percentage in Relation to Services—Ward and Private 
Deaths —Necropsies— Per Cent Per Cent Average 
Service Ward Private Ward Private Ward Private Per Cent 
ERNE iraid din BS ao veins obo foaeereied aie 37 19 19 5 51.4 26.3 42.9 
GEOMIGNUSARUNOEY 66 6 ic iv'gwc ob.b ee eeeoees 26 35 13 7 50.0 20.0 32.8 
Surgical Specialties: ........cccceccss 13 5 8 0 61.5 YW. 44.4 
Orthopedic Surgery 2... sek cee kenss 9 9 5 1 55.6 11.1 33.3 
OMINOUS Ong ead eee « Wa eee eds eae 8 0 4 0 50.0 * 50.0 
es i a te Ge ee 93 68 49 13 52.6 19.1 38.5 
161 62 
*No deaths. 
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Table 9 


Necropsy Percentage in Relation to Nativity 


Total Necropsy ‘ 
Nativity Deaths Necropsies Percentage 
United States .... 52 29 55.7 
a ae 41 20 48.7 
NS oss) 93 49 52.6 


The conclusions to be drawn from our series 
agree with the findings reported by other hospi- 
tals. The foreign-born exhibit a somewhat greater 
degree of opposition to necropsies than the native- 
born population. All creeds and races of the so- 
called “foreign element” may occasionally be con- 
vinced through their spiritual advisers. The un- 
dertaker, who, in these cases, is usually a fellow- 
native, can also be of assistance. In many for- 
eign countries, necropsies are done as a matter of 
routine in all institutions, and the natives perforce 
accept these regulations. Yet, when they come 
to America, they frequently object when authori- 
zation for necropsy is requested. Tact must be 
used to overcome their religious and superstitious 
objections. In the final analysis, educational poli- 
cies are the most promising means to be employed 
in an attempt to increase the necropsy percent- 
ages from this group. 


Summary 


The 1936 necropsy statistics of the Hospital for 
Joint Diseases have been analyzed with the idea 





of suggesting a way of analyzing postmortem ex- 
periences by the preparation of tables, as given 
in this study, and ascertaining the lessons they 
teach. It is felt that the periodic analysis and 
interpretation of deaths and necropsies in this 
manner will be of service in raising necropsy per- 
centages generally. It will also establish a means 
of comparison with the work done in this respect 
by other hospitals. 


Necropsy percentages can be increased by: con- 
stant attention by administrators to the efforts 
put forth by staff members in securing authori- 
zations. The personal factor represents the key 
to the problem. Sustained and sincere efforts by 
the entire staff, particularly toward private pa- 
tients, are necessary. A program of instruction 
and education should be instituted by hospitals. 
The postmortem rate is an evidence of the inter- 
est of the intern in medicine. Cooperation with 
undertakers is essential. To quote Dr. Burgess 
Gordon,’ “Death does not end a hospital’s obli- 
gation toward its patients, and if no postmortem 
is performed a case must be regarded as forever 
incomplete.” If administrators and clinicians 
will meet their responsibilities with respect to ob- 
taining necropsies, the percentages will be satis- 
factory. 





‘Gordon, B. “How to Gain Permission for Autopsies’ The 
Modern Hospital, Pp. 77-79, July, 1927. 
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National Hospital Day Broadcasts 


May 12—10:00-10:30 p. m., E.D.S.T.—National 
Broadcasting Company, Blue Network. Hospital 
dramatic sketch. 


A list of the basic stations in the NBC Blue 
Network is listed below. We hope that superin- 
tendents in cities where there are Blue Network 
stations will write the program director of their 
local station asking him to be sure to carry the 
National Hospital Day program. 


KFSD—San Diego, California 
KECA—Los Angeles, California 
KGO—San Francisco, California 
KEX—Portland, Oregon 
KJR—Seattle, Washington 
KGA—Spokane, Washington 
KLO—Ogden, Utah 
KVOD—Denver, Colorado 
KGHF—Pueblo, Colorado 
WREN—Lawrence, Kansas 
WCTN—AMinneapolis, Minnesota 
KOIL—Omaha, Nebraska 
KSO—Des Moines, Iowa 
KWK—-St. Louis, Missouri 
WxXYZ—Detroit, Michigan 
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WCKY—Cincinnati, Ohio 
WHK—Cleveland, Ohio 
WLEU—Erie, New York 
WJTN—Jamestown, New York 
WEBR—Buffalo, New York 
WSYR—Syracuse, New York 
WABY—Albany, New York 
WBZA—Boston, Massachusetts 
WBZ—Boston, Massachusetts 
WBAL—Baltimore, Maryland 
WMAL—Washington, D. C. 
WRTD—Richmond, Virginia 
WICC—Bridgeport, Connecticut 
WEAN—Providence, Rhode Island 
WJZ—New York 
WFIL—Philadelphia, Pennsylvania 
KDKA—Pittsburgh, Pennsylvania 
WHAM—Rochester, New York 
WSPD—Toledo, Ohio 
WOwWO—Fort Wayne, Indiana 
WENR—Chicago 
WLS—Chicago 


May 12—5:15-5:30 p. m.—Columbia Broadcast- 
ing System. Talk by Dr. Claude W. Munger, past 
president of the American Hospital Association. 
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Maintaining Adequate Personnel in the 
Small Hospital 


OMER B. MAPHIS, M.A.C.H.A., Chicago 


maintenance of an adequate personnel is the 

proper selection of the right individual for the 
position. Some hospitals use employment agen- 
cies to secure names for applicants, others 
maintain their own file of applications. Having 
selected several names a personal interview is 
requested. 


| seems to me that the first essential for the 


In a small hospital the administrator or su- 
perintendent can and should be the one to initiate 
this interview. It will give him the opportunity 
to size up the applicant and determine something 
of his qualifications, his personal appearance, etc. 


Having decided from these first impressions 
that the applicant would be acceptable we then 
proceed to get a personal history, including edu- 
cation, health, and employment records. If these 
criteria are satisfactory we proceed to explain 
more of the details of the position, the hours, com- 
pensation, etc. 


After these have been agreed upon something 
of the deeper values of the hospital are ex- 
plained. We endeavor to point out that the hos- 
pital is dealing with human life and personality 
and that there are considerations which cannot 
be measured in material terms. There are social 
and spiritual values that must be recognized and 
properly evaluated. 


The question of deportment and conduct is also 
stressed—along with a realization that a certain 
amount of information regarding patients is go- 
ing to be learned which must be held in strict 
confidence. We stress the fact that it is just as 
important for the employee, whether in house- 
keeping, kitchen, or nursing, to guard these con- 
fidences as it is for the doctor. We also em- 
phasize the Golden Rule to be observed here as 
well as in other activities. 


Impressing the Employee with the Importance of 
His Position 


We try to impress upon the prospective em- 
ployee the importance of his position, that we 
are working together for a great cause—that is 
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to give the best possible care to the patient—and 
that no task however menial it may seem 
should be neglected. Every piece of work worth 
doing is worth doing to the best of ones ability. 
Each individual worker is given to understand the 
importance of his position in the operation of the 
hospital. 


In every organization certain people must be at 
the head of a department to center respon- 
sibility for the activities of this department. 
All employees therein must therefore work with, 
not necessarily under, this responsible individual. 


Promoting Loyalty to the Hospital 


Another fact is stressed and that is we are em- 
ployed for a particular phase of work, not neces- 
sarily for so many hours a day. Of course we 
endeavor to limit the number of hours each em- 
ployee must work but in case of emergencies they 
are expected to carry on regardless of the hours, 
then they are given time off whenever possible. 
We believe that this principle has been an im- 
portant factor in promoting loyalty to the hospital. 


Another item that is emphasized at time of 
employment is the necessity to talk with some 
one who is responsible when unpleasant situations 
arise. Gossiping about salary, hours, etc., is not 
conducive to loyalty. 


Of course it is understood that having em- 
ployed our candidate we keep alert to see that 
the management including departmental execu- 
tives shall work in harmony. We ever strive to 
make employees feel they are an integral part of 
the organization, they belong to something and 
this belonging carries a give and take attitude. We 
try to have all executives including the adminis- 
trator set the example and thus endeavor to secure 
action in that way rather than through exercising 
arbitrary authority. 
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Proper Housing and Maintenance for Employees 


Our second factor in maintaining adequate per- ~ 


sonnel is to give consideration to proper housing 
and maintenance for every worker. However, we 
are inclined to get away from including the selec- 
tion of housing facilities as part of our preroga- 
tive in employing folks. 


We do see that all employees have the same 
quality of food that is given the patients. We 
feel that whatever extra cost of raw materials 
is created is more than compensated by a less 
critical attitude—toward food in particular and 
to the hospital in general. 


Social and Spiritual Needs of the Employees 


The third factor which I believe helps main- 
tain adequate personnel in the small hospital is 
to take a proper attitude toward the social and 
spiritual needs of the employee. 


In our hospital we emphasize the family idea 
and spirit. To our interns we refer to our nurses 
and other female employees as their sisters; that 
their attitude and conduct shall be comparable to 
the attitude they would take toward these girls if 
they were members of their own home. 


At meal time there is no segregation according 





to professional positions. It is not uncommon 
to observe a supervisor, a graduate floor duty 
nurse, a house maid, student nurse, laundry girl, 
and kitchen employee eating together. This does 
not mean that we devalue professional etiquette 
for we try to give proper recognition to this but 
not to exaggerate this attitude. Then too we 
have socials and picnics at which time all the 
family, who can be spared from duty, participate. 
Frequently these picnics are held in a nearby park 
and the police are informed to accept emergency 
calls for us. We learn to play together with the 
consequence that we learn the better to work 
together. 


Perhaps you are asking about our method of 
keeping the proper ratio of employees to patients. 
We do not always do this but fortunately we are 
located near a co-educational institution whose | 
students are glad for part time employment. Then 
too we have used several nurse aids who have 
worked out satisfactorily. 


In conclusion may I say that I believe if the 
executive of any hospital will befriend his em- 
ployee and practice the Golden Rule in his or her 
own relations to the employee it is possible to 
overcome many difficult problems which are caus- 
ing so much unrest and uncertainty. 
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Pest Extermination 
J. LINCOLN MacFARLAND, Reading, Pennsylvania 


to delegate responsibility for extermination and 

prevention of rodents and vermin to profes- 
sional exterminators on contract. In several insti- 
tutions, by including this work in the activities of 
the housekeeping departments, savings from 90 
to 95 per cent of the contract price have been 
realized. 


|: IS apparently common practice for hospitals 


In order for any hospital to establish similar 
economy it is merely necessary to have the house- 
keeper make a brief study of extermination meth- 
ods and then to furnish at nominal cost the re- 
quired equipment and supplies. She may then 
plan the extermination campaign and train one 
of the men of the housekeeping department in the 
work. The few hours of labor each month which 
will be required can usually be arranged without 
increased payroll cost. 


Supplies and Equipment 


Supplies needed include a powder which will 
be effective in the riddance of ants, roaches, and 
silverfish. A liquid insecticide will also be of value. 
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Rat and mice bait and a moth preventative will 
complete the list of supplies which are neces- 
sary. Equipment will include a powder spray, 
a liquid spray gun, and a few mouse traps. 
The initial investment for equipment and suffi- 
cient supplies for several months need not ex- 
ceed fifteen dollars. 


Proprietary brands of roach powder are sold 
at costs of from fifty cents to a dollar per pound. 
A powder may be easily prepared for about twelve 
cents a pound and will be effective not only for 
roaches but for ants and silverfish as well. Mix 
thoroughly and sieve five pounds of sodium fluor- 
ide, five pounds of borax and two pounds each of 
cornstarch and cocoa. The active ingredient of all 
roach powders is sodium fluoride and the borax 
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is helpful in the riddance of ants. Cocoa acts as 
an attracting substance and cornstarch, by ab- 
sorbing moisture, prevents the mixture from 
lumping. 


Liquid Insecticides 


The liquid insecticide is perhaps best purchased 
already prepared. The active ingredient of in- 
secticide and fly sprays is usually the extract of 
pyrethrum flowers. About eight per cent of the 
flowers are active as insecticide and the strengths 
of proprietary preparations will vary from one to 
two pounds of the flowers to the gallon. One of 
the higher petroleum fractions are generally used 
as carrying agent and the purchaser should insist 
that the insecticide be non-inflammable. Usually 
perfume is added, for obvious reasons, together 
with a quantity of soap solution to aid in main- 
taining the emulsion of the flowers. 


Red squill is an onion-like plant which grows 
in the countries surrounding the Mediterranean 
Sea. This bulb, when dried and pulverized, is val- 
uable in the extermination of rats and mice. The 
squill, applied to bait and eaten by the rodents, 
causes slow paralysis of their lungs and in their 
search for breath they seek the out-of-doors, 
where they die. This method of extermination 
eliminates the difficulty of removing carcasses, 
which would be experienced with the use of 
quicker acting poison. The red squill may be pur- 
chased in powder form or suspended in liquid 
carrying agents. If the powder is purchased, a 
quantity of it should be thoroughly disbursed in 
water to make a three per cent suspension, into 
which should be placed sugar sized dices of stale 
bread sufficient in number to soak up the liquid. 
These dices should be then laid out to dry, when 
they will be ready for use. If the squill is pur- 
chased in the liquid form, it should be diluted 
according to directions and applied to the bait in 
the same manner. 


Moth Control 


Quite recently government experimentation has 
established the value of paradichlorbenzine in 
moth control. This crystalline material, upon ex- 
posure to air, forms a heavier-than-air gas which 
will, when confined to a closed compartment, elim- 
inate moth damage. Bags of the paradichlorben- 
zine may be hung in storage closets or it may be 
sprinkled between the folds of stored blankets 
or rugs. 


None of the materials which have been sug- 
gested here for extermination work is poisonous 
to man. All of the methods have been recom- 
mended by bulletins of the United States Depart- 
ment of Agriculture and their value in extermina- 
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tion work has been proven in a number of hos- 
pitals. 


It is important in extermination work that at- 
tracting substances and attracting conditions be 
eliminated as far as possible. Ants, roaches, and 
silverfish are attracted by dampness, darkness, 
warmth, and food. Rats and mice are, of course, 
attracted by food, warmth, nesting and hiding 
places. Elimination wherever possible of avenues 
of entrance and of places for concealment are the 
first steps toward pest prevention. Food storage 
places should be tightly denied to rodents and 
vermin alike. 


An Effective Preventative Program 


An effective preventative program would in- 
clude a twice monthly treatment with the proper 
materials of all places where the pests would be 
most apt to appear. Kitchens, utility rooms, bath- 
rooms, storage rooms and closets should be in- 
cluded in the roach, ant and silverfish prevention 
program. The extermination powder should be 
distributed by means of the powder spray to edges 
and cracks of floors, behind stoves, refrigerators, 
equipment and stored supplies in all the places 
mentioned. Pipe tunnels, drains and subways also 
require treatment. Most extermination activity 
can be confined to ground and sub-ground floors. 
The powder should not be removed for at least 
twenty-four hours. 


The probable places for concealment for rats 
and mice are usually easily found. The bait may 
be distributed sparsely, and wherever possible 
should be let to remain. The bait will retain its 
effectiveness for long periods of time. Bait should 
always be handled with spoons, since the rodents 
are quite canny and are sensitive and suspicious 
of things touched by humans. 


The liquid insecticide spray may be used on 
mattresses or pillows and should be used in all 
cracks and crevices where bed bugs or other ver- 
min are known to be located or nested. However, 
the powder and squill bait, which, incidentally, 
are the less expensive, will be the most frequently 
used. 


The powder spray of the bulb type is the best 
suited to extermination work. This consists of 
a syringe-like bulb fitted with a screened nozzle. 
One of good quality can be obtained for a dollar 
or a dollar and a half. A good brass spray gun of 
one quart size can be purchased for about two 
dollars. Although the electric spray gun, at 4 
much higher price, appears attractive and desir- 
able, the hand spray is adequate and more port- 
able. A quantity of the small spring-type mouse 
traps which are so inexpensive might also prove 
valuable on occasions. 
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Supplementing Training and Experience 
In Hospital Administration 


SISTER M. PATRICIA, O.S.B., B.S., F.A.C.H.A., Duluth, Minnesota 


hospital administrator may be, he cannot 

keep abreast of scientific progress in the 
hospital field unless he continues to enrich this 
education and experience by a constant study of 
new materials and methods. 


N: MATTER how educated and experienced a 


We must realize that the modern hospital is at 
the same time a hospital in the older sense, an 
educational institution, and a business. Its chief 
function is the care of the sick and injured. At 
the same time it has to cooperate in the education 
of physicians, nurses, record librarians, x-ray and 
laboratory technicians. Finally, it should make 


its contribution to research in such subjects as 


the prevention of disease and promotion of health, 
and it must endeavor to be economically self-sus- 
taining. It has been said that the hospitals of 
the United States represent an investment of 
three billion dollars; that they expend each year 
about one billion dollars and that their payrolls 
list about one-half million workers. 


As every hospital administrator knows, our hos- 
pitals keep changing continually in response to 
the changing needs of the age. No institution is 
more sensitive to scientific, economic, social, and 
historical developments than a hospital. It is, 
therefore, essential that the administrator be fa- 
miliar with fundamental principles in the devel- 
opment in the fields of education, medicine, nurs- 
ing, public relations, business, financing, etc. 


Wide Range of Specialized Knowledge Needed 


It is obvious that success as a hospital admin- 
istrator requires also a wide range of specialized 
knowledge. Its executive officer must deal with 
personnel ranging from the unskilled laborer to 
the last member of the medical staff. He must 
possess a knowledge of the relationships, prob- 
lems, objectives, and characteristics of every 
worker in his institution. 


His success is measured by the degree to which 
he selects the best from a wide diversity of sug- 
gestions and ideas, and accomplishes these ideas 
in the management of his own hospital. One of 
the distinguishing characteristics that mark the 
successful administrator is. persistence in looking 
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ahead and in helping the hospital to translate into 
service every worth while discovery in any one 
of the various fields that relate to the treatment 
and prevention of disease. 


Keeping Abreast with-Modern Trends Through 
Good Professional Literature 


Every administrator owes it to his institution, 
to himself, and to his profession to keep always 
in touch with good literature. He must be a con- 
stant reader of books and magazines relating to 
his field of work. He should have a working ac- 
quaintance with the field of literature in general. 


‘More particularly he should know the literature 


relating to hospital work, for example: The laws 
affecting hospitals, the trends in public health, in 
the education and science of nursing, medicine, 
and business. The reading of books on hospital 
administration and management and of magazine 
articles like those published in Hospitals, Hos- 
pital Management, Hospital Progress, Modern 
Hospital, he should make a part of his daily rou- 
tine. Books like Doctor MacEachern’s Hospital 
Organization and Management and Medical 
Records, and Doctor Morrill’s Hospital Manual 
of Operation might well become the ‘“vade 
mecum” of every administrator. The Hospital 
Library and Service Bureau of the American 
Hospital Association furnishes package libraries 
on almost every subject. It furnishes material on 
hospital law, ethics, architecture, business man- 
agement, etc. Books recommended by the pack- 
age library can often be secured locally. One 
finds a guidance in the selection of books by pe- 
rusing the Hospital Library and Service Bureau’s 
bibliography. 


Visiting Other Hospitals 


Another way of keeping informed on new trends 
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is paying visits to other hospitals. We should take 
time off several times a year to visit other in- 
stitutions and compare the various features of 
their administration with our own. We may not 
be able to obtain as fine buildings or personnel, 
as other hospitals have, but we may find a better 
method of purchasing, accounting, or of conduct- 
ing our food service. There is a certain type of 
knowledge which can-best be gained by personal 
visits with other administrators in their hospi- 
tals. I can truthfully say that I have never visited 
another hospital without carrying away some new 
idea that proved valuable to me. 


The visitation of our local hospitals will help 
us to approach our problems from a community, 
rather than a hospital viewpoint. It is by co-ordi- 
nation of effort, mutual discussion of common 
problems, and a frank study of methods that the 
one hundred per cent service to our patients may 
be obtained. 


Too much inbreeding is hazardous to any busi- 
ness. The same applies to the hospital business. 
The administrator with the open ‘mind and search- 
ing eye will always benefit by the experiences of 
his fellow laborers in the field. 


Attendance at Hospital Meetings 


Next to reading in educative value, I would 
name attendance at hospital meetings. At con- 
ventions the hospital administrator will contact 


the leaders in his field and learn of the progress _ 


that is being made in all the phases of hospital 
work and progress in his special field. The ex- 
hibits of the national conventions are in them- 
selves a liberal education. Here the administra- 
tor has the opportunity of seeing the latest me- 
chanical devices and other inventions before the 
local salesmen comes to sell them. Not only is it 
an economic loss to the administrator and his in- 
stitution to remain at home during such conven- 
tions, it might become a civic loss as well. Doc- 
tor Harvey Agnew has said, 


“Most of our favorable hospital legislation 
would not be on the statute books had it not 
been for the efforts and vigilance of our hos- 
pital associations.” 


Administrators will gain not only by attending 
meetings but still more by participating in pro- 
grams and serving on committees. 


The following is a quotation from the 1927 re- 
port of the Training of Hospital Executives: 


“It is difficult to require a superintendent 
of a hospital to serve other institutions than 
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the one from which he receives his salary. 
Furthermore, his responsibility is to his own 
institution and he may not neglect his imme- 
diate duties. The hospital administrator 
owes, however, a.duty to his profession and 
his duty will be worth-while and stimulating 
in its effect on him and on the hospital. His 
own development will reach a higher range if 
he possesses the vision and spirit of coopera- 
tion stimulated by contacts with the hospital 
field at large, and the hospital itself will re- 
flect this spirit and benefit by the suggestions 
that have come from the larger service. 


“In view of these facts, we do not feel his 
duties in this respect can be omitted from a 
job-analysis, neither can the assumption of 
such duties be enforced. Therefore, these 
duties are included as mora) obligations. 


“1 The superintendent should be an active 
member of a representative group of hos- 
pital associations and other societies with 
which his position places him in close con- 
tact. Much valuable work has been done 
by the various associations. Useful facts 
have been made generally known which 
could never have been disseminated ex- 
cept through an organized clearing house 
or association committee. Every hospital 
owes a definite obligation to contribute its 
fair share to the general good. 


The superintendent should attend a rea- 
sonable number of general meetings and 
conventions. There are two reasons for 
this. First, he should support such valu- 
able contributions to hospital welfare, and 
secondly, the actual facts and ideas which 
he will acquire together with the inspira- 
tions which such contacts stimulate can- 
not help but redound to the benefit of the 
superintendent and the hospital. 


The superintendent should visit other hos- 
pitals. Every institution has its strong 
points and any right-minded executive can 
learn from the results of other men’s 
study and talents. A clever and observ- 
ing superintendent may often obtain a 
single idea which will repay the time and 
expense of the visit many times over. 


The superintendent should give a reason- 
able cooperation in time and facilities to 
research and other committees which have 
for their aim the betterment of hospital 
administration and service. Many com- 
mittees have worked unselfishly to compile 
statistical information for the benefit of 
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all executives. This is only accomplished 
by superintendents assisting in furnishing _ 
data from their institutions and experi- 
ences. 


“These duties to the hospital field must be left 
largely to the discrimination of the superintendent 
himself. Obviously he cannot join every associa- 
tion, subscribe to every periodical, or become a 
traveling field secretary; if it were possible, it 
would hardly be desirable. He should join at 
least one of the great national hospital associa- 





tions and may join a purchasing agent’s society 
in one locality; in another he may serve a public 
health committee of a city club; in some cases he 
may contribute a valuable article to a hospital 
magazine. The duty, however, is present. He 
should contribute his fair share, even be it a 
‘widow’s mite’ from a small hospital.” 
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Food Service in the Hospital 


ADA B. LOTHE, Milwaukee, Wisconsin 


whole, but upon approach sparkling glints 


F v0 a distance an observer sees a prism as a 
of various colors appear. 


Hospital organization has been compared to a 
prism. To the layman a hospital is a hospital. 
To the administrator, the various departments 
present a kaleidoscopic spectrum. Hospital work- 
ers, other than general administrators, are apt to 
see one color in the prism with more animated 
interest than others. 


However, if any one department is going to 
contribute its best towards the smooth running 
efficieney of the institution as a whole, there must 
be a fair recognition of other departments. There 
must be a clear conception of the hospital as a 
composite. It is a smooth blending of the many 
colors in the prism that gives the results desired. 


Criteria in Evaluating Food Service 


One of the most popular words in our vocabu- 
lary is food. Food costs represent a large portion 
of the hospital’s expenditure, so there is no ques- 
tion about the importance of its role. The major 
aim of an institution determines the criteria for 
the food service. Each institution has an in- 
dividual problem. However, there are certain 
factors that belong to all food services, as well 
as common influences that may make or break its 
major aim; consequently, in speaking of criteria 
in evaluating food service now, we must general- 
ize. The aim of any dietary department is to give 
the maximum service characterized by efficiency 
and economy. 


The complete control is not entirely within the 
domains of the dietary department. There must 
be coordination and cooperation of other groups. 


Presented at the Hospital Conference of the Midwest Section 
Meeting of the American College of Surgeons, Milwaukee, Wis- 
consin, March 30, 1938. 

96 


The Author 


@ Ada B. Lothe is Chief Dietitian of the 
Milwaukee County Institutions, Milwaukee, 
Wisconsin. 





First, it is necessary to know the aim of the 
hospital dietetically. The last years we have sim- 
plified our nutritional thinking by considering 
levels of income, for, in our last analysis, dollars 
and cents have to be brought into the picture. For 
instance, when we speak of levels: 


No. 1—Incomes less than $1,000.00 

No. 2—Incomes from $1,000.00 to $1,800.00 
No. 3—Incomes from $1,800.00 to $3,000.00 
No. 4—Incomes of $3,000.00 or above 


We are told Level No. 4 represents only about six 
per cent of our population. 


Families that live within their income, that is, 
when it is well done, follow certain patterns. 
Patterns are dependent upon income levels. The 
same situation ought to be true of a hospital. The 
dietary department ought to know this pattern 
and thus be able to meet what is required of it. 


Every hospital has two groups to feed: the 
patient group and the personnel. 


The present trend for employees in hespitals is 
toward cafeteria service, sometimes supplemented 
by table service for some groups or some meals. 
The chief reason for the trend is that at the 
present time all employees are not given mainte- 
nance at the hospital. There are advantages in 
cafeteria service: 


1 Foods may be chosen as desired. The privi- 
lege of choosing rather than accepting a 
planned meal 

2 Foods are served directly from steam table, 
so should be hotter 
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3 A wider range of foods is practical 

4 There is eye appeal 

5 It allows utilization of small quantities that 
are on hand 

6 There is less waste, as food is not taken if 
disliked 

7 Service is quicker 

8 Lowers labor cost as less personnel needed 

9 More economical for those who live outside 
the institution 


No feature has all the advantages, so there are 
disadvantages in cafeteria service: 


1 Most people enjoy being served. It is less 
taxing 

2 It is easy to choose foods by sight, rather 
than choose a well balanced diet 

3 A tendency towards more laxity in table 
manners | 

4 Cafeteria is apt to be more noisy 

5 It may take more equipment 

6 Requires exceedingly careful menu planning, 
so counters are not too crowded or the op- 
posite 

7 Must be constant watching to maintain at- 
tractiveness, neatness, and replenish the 
warm foods 


The present trend for patients is towards a cen- 
tralized food service system. In some of the 
larger hospitals, variations have to be made to 
meet individual problems. 


Advantages: 


1 Supervision of food preparation simpler 

2 Less personnel needed 

3 Closer check on waste 

4 If sent in carts to floors, can be a very close 
individualization so patient’s likes and dis- 
likes can be cared for very well 


Disadvantages: 


1 Transporting foods has problems. Elevator 
service slow, delay in serving if food is not 
brought directly to patient. It takes eternal 
vigilance to get food served as desired 

2 Nurses on the floors may not have a clear 
understanding of the importance of serving 
routine 

3 Cooperation of all departments is not al- 
ways easy to obtain 


The best way that the dietitian can ascertain 
the patient’s impression of the food service is to 
watch the trays with the returns and a personal 
bedside interview. 


In hospitals where the turnover is rapid, it is 
possible to give a type of service quite different 
than when there is a long stay. A surgical hos- 
pital can operate the dietary department on a 
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lower per capita patient cost than a hospital on a 
similar level when patients are largely on the med- 
ical service. 


The Selective Menu 


If the hospital is not interested in any feature 
except to have the patient satisfied during his stay 
at the hospital, the simplest way to care for the 
food service is to have a selective menu. The 
combination of foods, etc., then, is not the re- 
sponsibility of the institution. The patient chooses 
and .psychologically will react more favorably 
toward his own choice. It is a more expensive 
service. It requires a very close follow-up of trays 
to ascertain the information that the food in- 
tended for Room 5 went to Room 5. Things can 
happen en route, and lack of arrival can bring 
much unpleasantness and most’ undesirable 
criticism. 

Some institutions go even further. They havea 
short order set-up within the hospital. This is 
expensive, and it must be understood that it can 
not be operated otherwise. However, each insti- 
tution has to determine its pattern, but, in so 
doing, must expect to meet personnel demands to 
care for it. 


Where hospitals are conscious of an educational 
program, the procedure usually is quite different. 
This is particularly true where there is a large 
medical teaching program. However, the two 
methods mentioned can be used in this situation, 
too. This form of service is more expensive, for 
the cost of the teaching program has to be in- 
cluded, too. 


Last year it was reported at the meeting of the 
American Dietetic Association at Richmond that 
an attempt had been made to gather information 
concerning salaries, etc., in dietary departments 
of hospitals operating on the same level. Much 
confusion was evident, so that it has been impos- 
sible so far to translate these findings. For in- 
stance, allowances for maintenance costs were so 
very irregular. It was difficult to know what it 
represented. 


As we are considering food, I am going to use 
as a basis of comparison a food service in com- 
mercial set-up. As high a profit is not aimed at, 
but that does not change the organization. 


Sometimes part of the dietary costs of a hos- 
pital, as fuel, light, etc., are included in the total 
operating cost. This can be pro-rated. If it isa 
large item, it is more stimulating to the depart- 
ment to know its charge. There is a greater 
incentive to turn off lights when the story comes 
back. Sometimes it may be too involved to give 
this information. However, there are some items 
to which this does not apply. 
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Every dietary department ought to work to- 
wards an ideal budget. It might be like this: 


Per cent 
SE oot sc ade een baadu ce cae tae 60. 
NEE esas nie Rk eo eee 30. 
SID aaa i sca cee bec eon 3.5 
RN ecco xp baw y-uued we 2. 
Repairs, cleaning materials....... 4 
a WI, RE a6 a v5 oss vee 2 
PG oo os oS OE a oe eeeee 1.5 


If profit is not the feature of interest, it can be | 


absorbed by some other expenditure. Food is a 
logical one. 


When we consider the dietary budget, food 
products represent the greatest part of the cost, 
—ahbout fifty per cent of the daily operating ex- 
pense. The quality of this food is important. 


Buying the Food Supply 
Buying is the beginning of all business. If 
there is inefficiency here it handicaps all other 
groups. The buyer must know: 
1 Raw food 
2 Merchandise required by the institution 
3 The desires of patrons 


The commission merchant does not realize the 
use to which the 100-lb. bag of potatoes may be 
put.—One hay egg may play havoc with food 
service.—A baker may have “just a few” loaves 
of bread that are not quite up to par. It may be 
enough to spoil the toast. 


Specifications for items purchased simplifies 
standardization. If there is a constant change in 
standards, it is not possible to get uniformity of 
food quality. 


Inspection of purchases before buying is of 
value. Some organizations use a rubber stamp to 
show that it has been done. There is satisfaction 
in knowing one’s stock. It instills confidence. 


Deliveries should be checked very carefully. 
The one who is buying should constantly study 
food in the raw as well as the results in the 
finished product. 


The Turnover of Stock 


The turnover of stock has bearing on profits. 
Perishable items are subject to shrinkage and 
waste. Buyer should know the highest price he 
can pay and stay under it. Control of food costs 
is in the hands of the buyer. There should be 
advance planning, done in conference with the 
heads of the various groups caring for the food. 


I am not emphasizing physical set-up. It is, of 
course, important, and employees ought not to be 
required to work with equipment that has served 
its period of efficiency. Repairs and cost of 
operation, when totaled, often tell a story that 
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is not recognized. This can be checked by the in- 
ventory, when depreciation costs are recognized. 


Personnel 


Selection of employees is very important. No 
amount of physical equipment will bring results 
if we have ignorant, careless people using it. 
Turnover of labor is expensive and worrying. 


Hospitals must be able to compete with and not 
give less than industrial groups if the dietary 
organization is sound. Hospitals interested in 
health must show evidence of this in their at- 
titude towards employees. 


The percentage of the budget spent for per- 
sonnel will, of course, be influenced by the type of 
service demanded. With highly specialized ser- 
vices there has to be additional personnel to care 
for them. Many times this factor is overlooked | 
and the demands on the dietary department are 
far beyond what it is possible to carry with the 
number of personnel allowed. 


Industry recognizes the value of supervision. 
This is very apt not to be the case in hospitals. 
If it pays in dollars and cents for the factory, 
ought it not be equally valuable to the hospital? 
The profits resulting are not always as tangible, 
but it pays, nevertheless. So often there is a 
tendency to think in terms of the salary, and not 
go further. 


Turnover is expensive. There are many per- 
sonality problems a supervisor can iron out as 
well as a thousand and one items that are worthy 
of her consideration. If the food service payroll 
is thirty per cent of the budget, is 3 to 314 per 
cent too high to pay for supervision? It is worth 
consideration and, I think, has return value. 


In determining total unit meal cost, it ought to 
include: 
1 Cost of raw food 
2 Cost of preparation 
3 Cost of service. This would include laun- 
dry, replacement, china, silver and glass- 
ware 
4 Repair and depreciation of equipment 

Many institutions use only raw food and per- 
sonnel in cost per meal. If the other costs are 
cared for in another way, this does not, of course, 
affect the dietary department. The other informa- 
tion ought to be available. Work is more inter- 
esting if we know that we are playing the game 
according to the rules. 

The contribution which a department of 
dietetics makes to a community is not the ideas 
an4 policies of that department, but the dietetic 
ideas and policies of the hospital administrators. 


_ The initiative in the extension of this work rests 


with the heads of the institutions. 
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New Institutional Members 


the American Hospital Association since its 
last report has maintained the satisfactory 
ratio established during the past several years. 


Toe growth of institutional membership of 


The personal membership has increased in the 
same satisfactory ratio as the institutional mem- 
bership. 


The Association extends a very cordial welcome 
to new institutional and personal members who 
have been accepted since the first of the year. 


Alabama 

DE OEE Ee aren Eufaula 

The Peoples Houpital. .. 06 cc cis cctewese Jasper 

| rr rry me Eufaula 
Arkansas 

Fayetteville City Hospital.......... Fayetteville 
California 

Santa Fe Coast Lines Hospital...... Los Angeles 

District of Columbia 
Sibley Memorial Hospital........... Washington 


Washington Sanitarium and Hospital........ 
vee ier eet ee cie Takoma Park, Washington 


Sherman Memorial Hospital, Mary...... Sullivan 
Souder Hospital, Dr. Bonnell M. ........ Auburn 
Wabash County Hospital............... Wabash 
Michigan 
Grand View Hospital................. Ironwood 
King David Hospital and Clinic. .. . Benton Harbor 
Minnesota 
Swift County Hoamitah s iii ncc ccc cckecus Benson 
Mississippi 
North Mississippi Community Hospital. ...Tupelo 
Missouri 
Dh. Amis TS oe ieee St. Louis 
New Hampshire 
Frisbie Memorial Hospital, Inc........ Rochester 
New Jersey 
St. Elizabeth Hospital................ Elizabeth 
New York 
Commies ile TRO ook sos ck a eee Oneida 
Co S| re, eee New York 
Ohio 
Wee I oi a's ok ch 8 od wd eas Portsmouth 
GE; Pmabin Ties. ons ove oe caved Columbus 
Oregon 
St. Vinownt’s Hatta... 0. csc vcosevens Portland 
Pennsylvania 
po | errr Py er Everett 
Tennessee 
Appalachian Hospital ............. Johnson City 
Prt Cit TIMMONS « 6 6c koko cieeweses Maryville 
Texas 
Camp and Camp Hospital................ Pecos 
McAllen Municipal Hospital............ McAllen 
Medical and Surgical Clinic......... Weatherford 
Santa Rosa Hospital................ San Antonio 
Washington 
Laurel Beach Sanatorium................ Seattle 


South America 
British American Hospital.......... Callao, Peru 


New Personal Members 


Florida 
Broward General Hospital....... Fort Lauderdale 
SUI TOE oo evi vocee si vkaues Pensacola 
Georgia 
Ponce de Leon Eye, Ear and Throat Infirmary 
CMRP ENe bat ous OC eRe es Beha ee Atlanta 
United Hospitals Service Association..... Atlanta 
_ Idaho 
Twin Falls County General Hospital. ..Twin Falls 
: Indiana 
Dukes-Miami County Memorial Hospital. ...Peru 
Freeman Greene County Hospital........ Linton 
Good Samaritan Hospital............. Vincennes 
Indiana State Nurses’ Association... . Indianapolis 
Laleside Hoamltal 2.06056 .ccekecscs Kendallville 
Margaret Mary Hospital.............. Batesville 
peered Monrt Hounital. ... 0... ccc ceeeas Garrett 
St. Joseph’s Hospital................ Mishawaka 
Alabama 


Warlick, Hattie, supt., South Highlands In- 
firmary, Birmingham 


Colorado 
Standart, F. W., pres., St. Luke’s Hospital, Denver 


Connecticut 
Dolloff, Albert F., asst. supt., New Haven Hospital, 
New Haven 
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Fulkerson, Andrew K., supt., Day Kimball Hos- 
pital, Putnam 

Markman, Sally, R.N., supt., Mount Sinai Hospital, 
Hartford 

Mathewson, Allen H., asst. supt., New Haven Hos- 
pital, New Haven 


District of Columbia 
Jones, T. Edward, M.D., surg. in chief, Freedmen’s 
Hospital, Washington 


99 





Rodriguez, Sister Mary, supt., Georgetown Uni- 
versity Hospital, Washington 

Taylor, Lewis H., M.D., pres., Sibley Memorial 
Hospital, Washington 


Florida 
Bennett, Blanch J., R.N., supt. nrs., Bartow Gen- 
eral Hospital, Bartow 
Bresnahan, Mrs. Eleanor, R.N., supt., Broward 
General Hospital, Fort Lauderdale 


Illinois 


Ahrens, Minnie H., R.N., supt., Community Hos- 
pital, Geneva 

Broadie, A. L., supt., The Willard Hospital, Chi- 
cago. 

Cecilia, Sister M., R.N., supt., St. Joseph’s Hos- 
pital, Bloomington 

Eckert, Kingsley A., student hosp. admin., Uni- 
versity of Chicago, Chicago 

Eleazer, Robert B., Jr., student hosp. admin., Uni- 
versity of Chicago, Chicago 

Florence, Agnes F., R.N., supt., Dixon Public Hos- 
pital, Dixon 

Hawthorne, Robert S., student hosp. admin., 
University of Chicago, Chicago 

Hoskin, G. C., mgr., Hinsdale Sanitarium and 
Hospital, Hinsdale 

Margaret, Sister, R. N., supt., St. Joseph’s Hos- 
pital, Alton 

Raper, R. E., mgr., Methodist Hospital of Central 
Illinois, Peoria 

Reid, Leslie D., auditor, Presbyterian Hospital, 
Chicago 

Resnick, Leah, student hosp. admin., University 
of Chicago, Chicago 

Tittman, Anna L., R.N., exec. dir., Nurse Place- 
ment Service, Chicago 

Woodworth, Leverett S., M.D., student hosp. 
admin., University of Chicago, Chicago 


Iowa 


Ann, Sister Mary, supt., St. Joseph Mercy Hos- 
pital, Cresco 

Bowen, Rev. J. R., chaplain, St. Joseph Mercy 
Hospital, Dubuque 

DePazzi, Sister Mary, supt., Mercy Hospital, 
Anamosa 

Gathman, Lillian, supt., Hand Hospital, Hartley 

Grant, J. G., M.D., med. dir., Iowa State College 
Hospital, Ames 

Greene, Eva, supt., Decatur County Hospital, 
Leon 

Hanson, Paul, supt., Iowa Lutheran Hospival, 
Des Moines 

Humiliata, Sister, supt., St. Joseph’s Hospital, 
New Hampton 

Irwin, Charles E., M.D., supt., Hospital for Epilep- 
tics and School for Feebleminded, Woodward 
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Obermann, Charles F., M.D., med. dir., Cherokee 
State Hospital, Cherokee 


~ Peck, John H., M.D., med. dir., State Sanatorium 


for Tuberculosis, Oakdale 

Petronella, Sister Mary, supt., St. Joseph Mercy 
Hospital, Fort Dodge 

Wolden, J. M., supt., Coleman Hospital, Estherville 

Woods, Andrew H., M.D., med. dir., Iowa State 
Psychopathic Hospital, Iowa City 

Yockey, Mildred, R.N., dir. nrs., Graham Protes- 
tant Hospital, Keokuk 


Kentucky 


Brown, Laura D., R.N., act. supt., Riverside Hos- 
pital, Paducah 


Maine 
Avery, Muriel M., R.N., supt., Waldo County Gen- 
eral Hospital, Belfast 
Wolstenhohne, Mrs. Estella R., R.N., supt., Red- 
ington Memorial Hospital, Skowhegan 


Massachusetts 

Corbett, Reta A., supt., Stillman Infirmary, Cam- 
bridge | 

Hornby, Mrs. Louise A., R.N., supt., St. Luke’s 
Hospital, Middleboro 

Osgood, Winthrop B., asst. supt., Peter Bent 
Brigham Hospital, Boston 

Warren, James E., supt., State Farm, State Farm 


Michigan 
Latham, Ruth M., M.D., supt., Alexander Blain 
Hospital, Detroit 
Law, Johy H., M.D., asst. dir., Grace Hospital, 
Detroit’ 
Weeks, Floyd E., Ph.G., steward, Northern Michi- 
gan Tuberculosis Sanatorium, Gaylord 


Missouri 

Antonella, Sister M., R.N., supt., St. Anthony’s 
Hospital, St. Louis 

Carder, Rev. O. J., supt., Missouri Methodist Hos- 
pital, St. Joseph 

Fee, Hazel, asst. supt., Menorah Hospital, Kansas 
City 

Heman, Agnes, R.N., supt., Christian Hospital, St. 
Louis 

Hornbeak, Mrs. Bess C., R.N., supt., Burge Hos- 
pital, Springfield 

Lohr, Curtis H., M.D., supt., St. Louis County 
Hospital, Clayton 

Loomis, Bertha, R.N., supt., Wesley Hospital, 
Kansas City 

Loretto, Sister Mary, supt., St. John’s Hospital, 
Springfield 

Mohler, H. J., pres., Missouri Pacific Hospital, St. 
Louis 

Mumford, Nellie, R.N., supt., Louise G. Wallace 
Hospital, Lebanon 
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Smith, Clifton, M.D., supt., St. Louis Training 
School, St. Louis 


Nebraska 
Crescentia, Sister M., R.N., supt., St. Elizabeth’s 
Hospital, Lincoln 


New Jersey 
Lane, Arnold S., mgr., Point Pleasant Hospital, 
Point Pleasant 
Pratt, Cornelia C., purch. agt., Orange Memorial 
Hospital, Orange 


New York 

Biller, Newman M., supt., Beth Israel Hospital, 
New York 

Bloomer, Florence, R.N., supt., Geneva General 
Hospital, Geneva 

Caddy, E. Reid, admin. asst., St. Luke’s Hospital, 
New York 

Collins, Wm. E. P., asst. supt., Lenox Hill Hospital, 
New York 

Colosi, Natale, Ph.D., gen. dir., Parkway Hospital, 
New York 

Dash, George J., supt., Rochester Municipal Hos- 
pital, Rochester 

DeFiore, J. C., M.D., dir. OPD, Fordham Hospital, 
New York 

Gollance, Harvey, M.D., asst. phys., Morrisania 
City Hospital, New York 

Pfirman, Howard §., admin. interne, Prospect 
Heights Hospital, Brooklyn 

Ohio 

Hooper, H. N., supt., Cincinnati General Hospital, 

Cincinnati 
Oregon 

Gahlesdorf, William, bus. mgr., Salem General 
Hospital, Salem 

Haller, Mrs. Marjorie McE., R.N., med. secy., 
Doernbecher Memorial Hospital for Children, 
Portland 

Hockett, Clyde T., M.D., med. dir., Enterprise 
Hospital, Enterprise 





Hutchinson, Mrs. Ida, supt., Hutchinson Hospital, 
Oregon City 

Moore, Eva, secy-treas., Dallas Hospital, Dallas 

Richardson, A. L., M.D., gen. mgr., Grande Ronde 
Hospital, La Grande 


Pennsylvania 

Adele, Sister M., asst. to admin., St. Francis 
Hospital, Pittsburgh 

Armstrong, 8S. Hawley, asst. exec. secy., Hospital 
Association of Pennsylvania, Harrisburg 

Chadbourn, Lloyd, admin. intern, Robert Packer 
Hospital, Sayre 

Hibbs, Samuel G., M.D., dir. lab., Allegheny 
County Institution District, Woodville 

Lewy, F. H., M.D., surg., Hospital of the Uni- 
versity of Pennsylvania, Philadelphia 


Puerto Rico 
Boyd, Robert G., bus. admin., Presbyterian Hos- 
pital, San Juan 


Texas 
De Paul, Sister, supt., St. Paul’s Hospital, Dallas 


Canada 

Flath, C. I., supt., Wellesley Hospital, Toronto, 
Ont. 

Retallick, Maude, R.N., secy-treas., New Bruns- 
wick Association of Registered Nurses, W. St. 
John, N. B. 

Ward, Percy, insp. of hosps., Department of Pro- 
vincial Secretary, Vancouver, B. C. 


India 
Masina, Manek H., M.B., surg., Lady Tata Me- 
morial Hospital, Bombay 


Applications for Life Membership 


Buerki, R. C., M.D., supt., State of Wisconsin Gen- 
eral Hospital, Madison, Wis. 

Pitcher, Charles S., hosp. cons., 1521 Spruce St., 
Philadelphia, Pa. 





High School Editors for a Hospital 


HARRY STANLEY, Pittsburgh, Pennsylvania 


HAT would happen if a group of high 

school editors were to write up a hospital 
in their own way? 

We did not know, but we decided to try it out 


in Pennsylvania, experimentally, and see if there 
might not be an idea in it for many hospitals. 


Choosing two hospitals which regularly pub- 
lished hospital papers, we suggested the plan ten- 
tatively. One was favorably inclined, the other 
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doubtful. Apparently the idea held many impli- 
cations, not all desirable. 


However, after two high school editorial staffs 
had been approached, through their respective 
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faculty advisers, it was decided to undertake the 
venture. Chiefly because the enthusiasm of both 
schools. was so intense. Each group was eager to 
try the experiment as a practical means of show- 
ing how well its students could write of interest- 
ing events not found within their school experi- 
ences. The little known or understood happenings 
in the hospital offered a fascinating medium for 
the experiment. 


We are giving the course and the result of the 
experiment to the readers of HOSPITALS for 
whatever interest or value it may have for other 
hospitals, and we leave to them the measuring of 
that value. The experiment is still so new, and 
so close to us, that we cannot tell whether it was 
worth the effort. 
ent!” 


To begin with, we felt that it was impossible 
to educate the younger generation by bringing the 
students into direct contact with all phases of a 
hospital—especially high schools having 3,000 stu- 
dents. Yet we wanted them to know hospital 
work and to carry the story back into their homes. 
We might have distributed the hospitals’ own bul- 
letins, but it was doubtful if the youngsters or 
their parents would have the same interest in 
what the hospitals might have to say. It seemed 
likely, however, that the students and parents 
would be especially interested in a student-written 
number of each hospital’s bulletin. On that basis, 
the experiment proceeded. But not without its ini- 
tial difficulties and misunderstandings. 


One staff surgeon demanded to know if the ex- 
periment were not unwise, citing possible compli- 
cations. One superintendent feared the possibility 
that the hospital would be over-run by young 
writers who would not know one department from 
another and who would get in the way and per- 
haps tie up the routine work of the hospital. But 
these objections were waived. 


The first group, that of Peabody High School, 
Pittsburgh, undertook to write up the West Penn 
Hospital, the third hospital to open in the city, 
when Pittsburgh was very young. This hospital 
has for years regularly published its own bul- 
letin. Eight student editors, a young “candid” 
camera man, and Miss Florence Johnson, faculty 
adviser, were guests of the hospital for luncheon 
and put in a full afternoon on a thorough trip 
through the plant, escorted by department heads 
and by an interested member of the Board of Di- 
rectors, who lent his assistance to such avail that 
special exhibits were shown the students in the 
laboratory and x-ray departments. 


After that, a few days intervened, and then the 
group of students returned, each to pursue from 
one to three separate stories, which meant inter- 
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viewing heads of as many departments. They did 


_not “cover” everything, but they gathered pleniy 


of material—so much so that the regular edition 
had to be expanded in size! One young woman, 
intent on a nurses’ training story, was finally in- 
vited to spend a night in the nurses’ home, break- 
fast and attend class with one of the student 
nurses, and see for herself “what it would be like.” 
She did, with the approval of her parents. 


The Peabody staff comprised Ida Moore, Flor 
ence Redow, Rita McCartney, Leonard Cohen 
Jack Egan, Walter Klingensmith, Richard Malone, 
Charles Scott and Edwin Tillotson. 


Meanwhile, the other group—from Oliver High 
School’s editorial staff, chosen by Frank H. Her- 
rington, their faculty adviser—descended upon 
the towering, new and inviting Allegheny Gen- 
eral Hospital, north of the Allegheny River. They 
came early, were served luncheon, hurried back 
to school, and then began a fortnight of daily trips 
from school to hospital. Nobody could have ac- 
cused them of lacking of interest or enthusiasm! 
There were times when the superintendent and 
his staff wondered if they would get any work 
done. However, it was all carried out in an or- 
derly manner. The students had been used to get- 
ting their own school paper out on time, and they 
entered into this new adventure with zest that 
could not be discounted. And the comely young 
editor-in-chief, with a football player and a Latin 
“shark” as two of her humble lieutenants, rigidly 
prepared schedules of contents, had articles 
checked and retyped, and made it evident in every 
way that it was a serious project to be accom- 
plished with credit and dispatch. 


The Oliver High School staff comprised Norma 
Lee Koelliker, Raymond Palkot, Charles Nichols, 
Dick Steck, Lillian McCartney and Wanda Fisher. 


The completed contents of both hospital publi- 
cations surprised the hospitals’ personnel by their 
maturity of treatment. True, errors of fact had 
to be corrected, but the style of the young writers 
was interesting. Both issues were “put to. press” 
and placed in the mail at almost the same time. 
Each hospital sends regularly about 5,000 copies 
to its friends, staff, personnel, and other inter- 
ested groups, while approximately 3,000 extra 
copies of each edition were provided to the high 
school, to be taken home by the students. ‘ 


Several weeks were consumed in the expe) 
ment. 


What would happen if a group of high school 
editors were to write about a hospital as they 
saw it? 


It is no longer a query; it has happened! And 
the result will have to speak for itself. 
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pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


uiability of State Hospital for Injuries Received 
in Overcrowded Ward 


"Luke v. State, 1 N.Y.S. (2) 19. 


This action was brought by the administratrix 
of a deceased patient to recover damages for in- 
juries to the deceased who had been confined in an 
institution for the insane, operated by the State 
of New York. The New York Court of Claims 
made an award of $6,000. The award was af- 
firmed upon this appeal. 


The evidence was that the deceased was confined 
in a ward with sixty-two patients. It was further 
shown that only two attendants were assigned to 
this ward, and that it was known by the authori- 
ties that some of these patients were assaultive. 
One of them pushed the deceased onto the floor, 
breaking her hip. 


The court said: “The evidence shows that the 
institution was 38 per cent overcrowded and there 
was testimony in the case, on the part of the 
claimant, that there should have been eight per- 
sons in charge of this group in this ward... . 


“The evidence introduced by the claimant under 
the Enabling Act supports the judgment.” 





New York (Cont.) 


Institution Receiving Pay Patients Does Not 
Change Its Status as a Charitable 
Organization 


Collins v. New York P. G. Medical School and 
’ Hospital, 59 App. Div. 63, 69 N. Y. S. 106. 


This was an appeal by the plaintiff from a judg- 
ment dismissing his complaint in an action against 
a charitable organization whereby he sought re- 
c very of damages for the alleged negligence of 

physician in performing an operation. The neg- 
ligence is supposed to have consisted in operating 
upon plaintiff on the right side of his body instead 
of the left side, where his complaint involved an 
inguinal hernia. Defendant asserted that it was 


a charitable hospital and that the medical and sur- 
gical attendance were furnished the plaintiff free 
of charge. 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








The evidence showed that defendant charged 
tuition fees to doctors of medicine who were pur- 
suing advanced study, and that it also charged 
those patients who could afford to pay for the 
services rendered to them. The officers and faculty 
rendered gratuitous services. Any fees paid for 
medical services were accepted by the hospital as 
purely charitable gifts. 


It appeared that plaintiff was a pay patient as 
far as the hospital services were concerned, but 
that he had accepted the medical services free of 
charge. The operating surgeon performed an op- 
eration for a right inguinal hernia whereas he 
should have operated for a left inguinal hernia. 
It was necessary for plaintiff to undergo another 
operation at another hospital. 


The Supreme Court, Appellate Division, said: 
“However opinions may differ on the question of 
the policy of exempting charitable institutions 
from the ordinary rule of respondent superior, the 
law is too well settled in this state to permit a 
recovery against the institution for the wrong 
committed by the surgeon who operated upon the 
plaintiff gratuitously. While the precise question 
does not yet appear to have been passed on by 
the court of appeals, it has been decided adversely 
to the right of action a number of times at the 
circuit and the general terms.” 


The court then passed on to the question 
whether the acceptance of pay for services ren- 
dered, and acceptance of fees for tuition would 
change the charitable status of the defendant. . 
Reference was made to cases of other jurisdictions 
answering such question in the negative, and the 
court resumed: “Many of the cases cited are au- 
thority for the proposition that the fact that the 
institution receives pay patients does not change 
its status as a charitable organization. “The char- 
acter of the institution is in no way changed by 
the fact that a patient or inmate of a private 
charitable hospital or asylum, who is financially 
able to pay wholly or in part for his board, treat- 
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ment, and care generally will usually be required 
to do so. Where the funds so received are dis- 
bursed further to aid and relieve suffering in the 
legitimate mission of the hospital or asylum, the 
law will regard them as an incidental addition to 
the trust fund or income....’ 


“The fact that the defendant charged tuition 
fees, and that the operations were a necessary in- 
cident to successful teaching, and that in that 
sense the defendant may be said to have been paid 
for the operation, does not change the relation of 
the parties to each other. . .. In the performance 
of the operation, so far as the plaintiff was con- 
cerned, the defendant was engaged solely in chari- 
table work; and its corporation must therefore be 
regarded as a charitable institution, as to him, in 
that respect. ... When it had furnished a surgeon 
selected with proper care, and with no reason to 
believe him to be negligent or incompetent, it ful- 
filled its duty. It did not control him in the per- 
formance of the operation, and must be held free 
from liability for his want of care until some 
controlling decision shall disturb the existing cur- 
rent of authority.” 


Liability of Charitable Hospital for Negligence 
of Surgeons 


Wilson v. Brooklyn Homeopathic Hospital, 97 
App. Div. 37, 89 N. Y. S. 619. 


The trial court entered a judgment dismissing 
plaintiff’s complaint at the close of all the evi- 
dence, in an action seeking the recovery of dam- 
ages based upon the negligence of a physician. 
The judgment was affirmed. While these cases 
generally fall within the classification of injuries 
caused by a wrongful act, plaintiff chose to sue in 
contract, alleging the breach of an express con- 
tract, by the defendant, “to properly attend the 
plaintiff to cure him of the result of an accident 
from which he then suffered (a broken leg) for 
compensation to be paid therefore.” 


Plaintiff’s wife had made an oral agreement 
with defendant to pay for the hospital services. 
It does not appear that any arrangements were 
concluded for medical care, however. The de- 
fendant was a charitable hospital. Of these facts 
the court commented: “In conducting its hospi- 
tal, therefore, it was not liable for negligence 
in operating upon a patient who paid only for 
board and attendance, and not for the surgeon’s 
services, in the absence of proof that it had failed 
to exercise reasonable care and diligence in the 
selection and employment of the surgeon.” 
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Liability of Charitable Hospital for Negligence 
of Ambulance Driver 


Noble v. Hahnemann Hospital of Rochester, 112 
App. Div. 663, 98 N. Y. S. 605. 


Upon the trial a judgment was entered in favor 
of the defendant, and the Supreme Court, Appel- 
late Division, affirmed this judgment. 


The evidence was that plaintiff, a woman, was 
sitting in her husband’s wagon which was close 
to the curb, and that defendant’s horse-drawn am- 
bulance, responding to an emergency call, collided 
with the parked wagon, injuring the plaintiff. It 
appeared that the hospital was supported largely 
by charitable contributions, and that it received 
$1,000 per year from the city to take over part of 
the ambulance service in cooperation with other 
hospitals. Of these facts the court said: “The 
defendant being a benevolent institution, and no 
financial benefit accruing to its directors and man- 
agers, we think the doctrine of respondent supe- 
rior does not apply. ... The defendant and similar 
institutions are not liable for negligence because 
they are organized for benevolent or charitable 
purposes. There would, therefore, seem to be no 
distinction whether the servant—a competent man 
for the service in which he is engaged—carelessly 
injures one while in the hospital or in the street. 


“Even though the defendant received compensa- 
tion for some of its patients, it still falls within 
the definition of a charitable institution .... Pass- 
ing that, however, the defendant at the time of 
the collision was responding to a call from the 
police department of the city. It was perform- 
ing a duty imposed upon the city as one of its 
governmental functions, but intrusted to the de- 
fendant. The defendant was representing the 
city, and was no more responsible for the negli- 
gence of its driver than the city would be for an 
assault committed by a policeman in the discharge 
of his duty, or if a fireman in answering an alarm 
of fire should run over a traveler in the street.... 


“The municipality in its corporate capacity is 
not benefited specially by the exercise of the sov- 
ereign power in the cases instanced, but is per- 
forming a service essential for the welfare of the 
public in preserving the peace, or in preventing 
the destruction of property, or some other kind of 
obligation; and public policy demands that the city 
be given immunity from liability for the want of 
care of those who are actually performing the 
duty. The rule is not altered because defendant, 
instead of the city, had charge of the ambulance. 
... The defendant is the agent or representative 
of the city, and the same principle which gives 
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freedom from liability to the city is also effec- 
tive to exonerate the hospital corporation.” 


—_———_—_. 


Liability of the Beneficiary of a Charitable Trust 
for Injuries to Mechanic Making Repairs 


Hordern v. The Salvation Army, 199 N. Y. 233, 
92 N. E. 626, reversing the judgment in 131 App. 
Div. 900, 115 N. Y. S. 1125. 


This was an action brought by a journeyman 
mechanic to recover damages for personal injuries 
suffered by him while he was engaged in making 
repairs to a boiler on defendant’s premises. The 
plaintiff was not a beneficiary of the charity. 


The court recognized the rule that the bene- 
ficiary of a charitable trust could not hold a cor- 
poration liable for the negligence of its servants. 
At the same time, the court held that where the 
rights of a stranger to the charity are in question, 
the rule is different—there, the charity will be 
held liable for negligence. The court said: “In 
this case plaintiff bore the same relation to the 
defendant as he would bear to any other owner of 
property on whose premises he was called to 
work.” 


——< 


Liability of a Charitable Corporation for Negli- 
gence of Ambulance Driver Hired from Liveryman 


Kellogg v. Church Charity Foundation of Long 
Island, 203 N. Y. 191, 96 N. E. 406, reversing the 
judgment in 135 App. Div. 839, 120 N. Y. S. 406. 


Defendant, a charitable corporation, operated 
St. John’s Hospital in Brooklyn. The hospital 
ambulance collided with a bicycle ridden by plain- 
tiff, who suffered the loss of an eye. 


The court referred to the Hordern Case and 
said: “....5;.... it must now be regarded as 
settled that a charitable corporation is not ex- 
empt from liability for a tort against a stranger 
because of the fact that it holds property in trust 
to be applied to purposes of charity.” However, 
the court proceeded to a consideration of the 
question whether the ambulance driver actually 
was in the employ of the hospital. If he was an 
employee, it would follow, under the reasoning of 
the Hordern Case, that the defendant would be 
liable for his negligence because the plaintiff in 
the instant case was not a beneficiary of the de- 
fendant charity. 


The evidence upon this question was that a 
liveryman furnished a horse and driver to the hos- 
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pital on the day in question, and that this driver 
was paid by the week by the liveryman. The am- 
bulance was owned by the hospital. The court 
commented: “ .... the case is analogous to the 
hiring of a team with a driver from a liveryman, 
in which the liveryman remains liable for any in- 
jury to third persons due to the negligence of the 
driver, notwithstanding the fact that the person 
hiring the team may direct the driver where to 
go and at what speed. Such a contract does not 
make the driver the servant of the hirer or render 
his negligence imputable to the latter.” 


Thus, the driver not being in the employ of the 
hospital, the rule of respondent superior could not 
be applied, and the hospital could not be held liable 
for his negligence. 


Liability of Hospital for Operation Performed 
Without Consent of Patient 


Schloendorff v. The Society of The New York 
Hospital, 211 N. Y. 125, 105 N. EF. 92, affirming 
the judgment in 149 App. Div. 915, 133 N. Y. S. 
1143. 


Plaintiff sought to recover damages for an op- 
eration which had been performed without her 
consent. The patient was a pay patient and con- 
tended that she had given instructions both to the 
nurses and to her doctors that while she would 
undergo an examination she would not submit to 
an operation at that time. While under an anes- 
thetic the surgeons removed a fibroid tumor. It 
was denied that they had been told not to operate. 


Said the court: “The administrative staff of 
the hospital believing in good faith that the order 
(to operate) was a proper one, and without notice 
to the contrary, gave to the operating surgeons 
the facilities of the surgical ward. ... The wrong 
was not that of the hospital; it was that of the 
physicians who were not the defendant’s ser- 
vants, but were pursuing an independent call- 
ing,.... If, in serving their patient, they violated 
her commands, the responsibility is not the de- 
fendant’s; it is theirs.” 


Speaking of the nurses, who assisted at the op- 
eration, it was said: “Whatever the nurse does 
in those preliminary stages is done, not as the 
servant of the hospital, but in the course of the 
treatment of the patient, as the delegate of the 
surgeon to whose orders she is subject. The hos- 
pital is not chargeable with her knowledge that 
the operation is improper any more than with the 
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surgeon’s. 
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Color in Hospital Rooms 


PRUDENCE ABBOTT, Oakland, California 


of literature is gone. That blinding cleanli- 

ness has given way to acres of buff. But now 
another change is here. Color scientists have made 
surveys as thorough-going and accurate as medi- 
cal surveys. And color is now recognized as an 
aid to health of mind and body. 


There is a wide band of the spectrum suitable 
for bedroom walls in a hospital. This includes 
the colors from red-orange or coral through peach, 
apricot, yellow, green and blue-green or turquoise. 
The section from blue through violet, orchid and 
rose is not advisable in the tints suitable for wall 
coloring. These have a chilling and at their worst, 
a depressing psychological effect. 


T« day of the shining white hospital rooms 


Choosing Restful Colors 


The person in charge of repainting must be- 
come, for a time, something of a decorator and 
should act on the simple fundamental principles 
that every good decorator applies instinctively. 
Two considerations there are for every room, its 
source of light and its size. You will scarcely be 
tempted to use too dark a color, which will de- 
crease the apparent size of the room, the tradi- 
tion of hospital painting being what it is. But you 
will be wise to see that the rooms on the north 
of your building are painted in some color in which 
yellow is an integral part: Apricot, honey, but- 
ter yellow or lemon yellow. For east rooms coral 
or peach is ideal. South rooms need the suggested 
coolness of green and west exposures are often 
even more in need of it than are south rooms. For 
these, turquoise is best of all. All of these colors 
look well by artificial light. 


Let me warn you against one color that lies in 
this band between yellow and green, a fine vigor- 
ous color much used in modern schemes. It is 
generally known as chartreuse, and although it is 
seen constantly in nature, it is not for you. For 
anyone in normal health it may prove stimulat- 
ing, a bright, lusty addition to the calm of deep 
blue or brown, but leave it alone for walls where 
you are striving to make convalescence easy. It 
could be interpreted as a little on the bilious side! 


The other greens, however, are your trusty 
friends. I do not refer to that solid, uncompromis- 
ing green which covers half the kitchen walls in 
America. I mean a soft, light, sophisticated green, 
which decorators know as Adam green. 





Presented at Association of Western Hospitals Convention, 
San Francisco, 1938 
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The Author 


@ Mrs. Abbott is an authority on interior 
decorating, who has given special study to 
color in hospitals. 





Softening the Color Scheme 


I wish I could tell you that the ideal colors for 
your use can all be bought ready mixed in cans. 
What our paint companies offer us is simply “the 
makings.” To use this unmixed paint is com- 
parable to serving a glass of vinegar or a gener- 
ous dish of salt. Think of commercial paint as 
flavoring for the indispensable white. I have made 
inquiry into this question of the crudity of com- 
mercial colors and the reply has been; “Most 
people aren’t so particular!” 


Not only does this commercial color need to be 
made lighter. It needs to be made less intense, or 
grayed. Painters have a word for it. “It needs 
to be killed.” Less sinister and rather more ac- 
curate is the idea that it needs softening, to be 
taught its manners, perhaps, so that it will be 
more gentle in its effect and will live harmoniously 
with other colors. 


This matter of softening colors is sometimes 
not well understood by painters, and you will have 
to give it a little attention yourself. Your painter 
is sure to have with him raw and burnt umber 
and possibly Van Dyke brown. Into any of the 
fresh, clear colors you have mixed put some of 
these modulating tones. I prefer burnt umber 
or Van Dyke brown. It will make a great differ- 
ence in the charm of the result. Remember, no 
matter what the characteristic of the sample you 
finally evolve, the greatly enlarged area of the 
wall will make it seem more so! If it is a little 
sharp in the sample the finished wall will be over- 
powering. Soft, gentle colors in sick-rooms. But 
colors! Do get away from tan and buff. How 
will the patients like it? Try them and see. For 
that matter, how many of them were enthusiastic 
about buff? 


A list of the pigments to mix for these results 
may be helpful: 


Coral: American vermillion with a little 
orange. Do not use the so-called “Lake colors,” 
they fade. 


Peach: Orange with a little vermillion. 
(Continued on page 110) 
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Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








HHOMAS CARLYLE once wrote: “Human creatures will not go together any more than 
clocks will.” Ask the man in charge of buying in any hospital what he does about the 
demands of the “human creatures” who head the different departments. The buyer’s office in 
a hospital often reminds us of the action we see in a clock when we look at the balance 
wheel. It is a release here and a pick-up there which keep all the wheels going in synchro- 
. nized motion. The buyer’s office is the hospital’s point of contact with industry. The buyer 
is the liaison officer between all the needs existing in an institution and all that science and 
industry can offer to fill those needs. He is in position to know more about the physical side 
of the entire institution than any other official. It is to serve this busy “human creature” that 
each month we present this review of new products. 


Watching the Laundry They say that no man 
Loads Go By can succeed in business 

when he uses a pair of 
shoes for a paper weight on his desk. When you 
witness the modern manner in which The Ameri- 
can Laundry Machinery Company of Cincinnati 
handles laundry, you would think that once a 
laundry manager had pressed a button all he 
would have to do would be to sit with his feet on 
the desk and watch the laundry loads go by. The 
description of their Non-Stop-Notrux Extractor 
demonstrates what time and labor can be saved 
in laundry work. 


The Non-Stop Notrux is aptly named as work 
travels from washers to finishing department 
without costly stops and delays. The Notrux con- 
tainers are removable, being lifted into and out of 
the extractor by electric hoist. The hoist is 
mounted on overhead rails. 


The containers are loaded at the washer and are 
conveyed to and hoisted into the extractor. After 
extraction, they are hoisted out and a new set of 
loaded containers placed in the extractor and the 
Notrux started. While this load is being ex- 
tracted, the preceding load is carried by overhead 
rail to the finishing department. Here through 
the bottom dumping feature the containers are 
unloaded by gravity onto a shake-out table. The 
empty containers are then returned to the wash- 
room. No idle time for the Notrux—it works all 
the time. 


Truly, the Notrux Extractors are loaded at the 
washroom and unloaded in the finishing depart- 
ment. While one set of containers is being loaded 
at the washer another set is in the notrux being 
extracted, and another set is being unloaded in 
the finishing room. Thus extraction continues 
without interruption. Slow, laborious, harmful 
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at-a-time loading is dispensed with. Hard, la- 
borious, back-breaking pulling of the extracted 
load, which is hard on the work, is eliminated. 
The work is handled only once by hand—from 
washer to finishing department. 


The Notrux Extractor, with removable contain- 
ers, is built in three sizes—54-in., 50-in., and 48- 
in., and in 400 pounds, 320 pounds, and 210 
pounds dry weight capacities, respectively. 

science 

Enthusiasm over actual achievements 
makes the best kind of advertising 
copy. It is impressive to read the 
literature sent out recently by Onondaga Pottery 
Company of Syracuse, New York. Instead of 
bombarding you with adjectives all worn out from 
use by writers of advertising copy, they tell you 
simply but most eloquently that it was their privi- 
lege to create and make the service for the private 
dining rooms of our United States Supreme Court 
Justices. And they call this ware Syracuse True 
China. Significantly they state, “Syracuse True 
China is made in America.” 


Then in the same mail they send a folder de- 
scribing the new “Shadowtone” decoration which 
they have created. They tell you that Harry G. 
Aitkin, their own artist, known for his unusual 
technique in oils and water color, created the proc- 
ess. Here’s what they say: 


Pride in 
Artistry 


“Shadowtone may prove even revolutionary in 
replacement of many trite and staid chinaware 
patterns still being sold. It is entirely new and 
different and a refreshing treatment of decora- 
tion. There is no end to the possibility of design 
it offers for it can be used in borders and mono- 
grams and surface patterns unlimited as to land- 
scapes, seascapes, fruit, flower designs and others. 
Shadowtone designs are made available in mono- 
tone or in many colors, the blending of which give 
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the whole design a very soft and rich effect. There 
is also an unusual third dimension effect in 
Shadowtone which is very striking.” 

Their colored folders will be sent to you upon 
request. Such exquisite work is worth seeing. 


—_—— 


The basis for the success of any 
product is that it should perform a 
useful function. Whether the ar- 
ticle be big or little, the principle is the same. 
The more useful the product the bigger its suc- 
cess should be. 


A manufacturer who can see beyond the profit 
motive in his business almost unfailingly shows 
a profit. 


In Queens Village, Long Island, there is a firm 
which is celebrating its seventieth anniversary. 
Eighteen years ago they began to supply hospitals 
with small items. Today the name J. A. Deknatel 
& Son is known throughout the field so favorably 
that when they announce a new product there is 
considerable interest. This time it is a new um- 
bilical tape—its usefulness makes a strong bid 
for immediate popularity. It is a moisture and 
serum proof tape made as a flat braided fabric 
which is coated and impregnated with a special 
formula to make it moisture and serum proof. 
The flat braided design allows it to be tied at a 
pressure without danger of cutting the cord. . . 
and the tie is non-slipping. 

Deknatel emphasizes that their umbilical tape 
minimizes the dangers of infection, can be ster- 
ilized repeatedly, and that each batch of tape is 
tested under an incubation period of 18 days’ 
minimum; also that it can be supplied either in 
ready-cut lengths or in continuous reels. 

siete 


Every nurse remembers tedious 
hours spent twisting little dabs of 
cotton on applicator sticks. And 
will they ever forget the uproar some doctors can 
make when a poorly-made specimen proves to be 
too large, or sheds its cotton tip during use! 

To save hospitals hours of time and to give the 
doctors a real feeling of security, the Lewis Manu- 
facturing Co. now markets its latest Ready-Made 
Dressing, CURITY Cotton Applicators. The tips 
are securely fastened on, and since they are ma- 
chine-made, they’re absolutely uniform in quality 
and size. The “Large” size, on 3 in. or 6 in. sticks, 
particularly well adapted for taking smears, ap- 
plying large amounts of medication, use in the 
nursery and for breast-trays. The 6 in. “Special” 
has less cotton, which makes it particularly sav-- 
ing of medication when only a small amount is 
wanted. The Lewis Manufacturing Co., Walpole, 
Massachusetts, will send you samples upon re- 
quest. 


A New Tape 
Unrolls 


Just the 
Right Twist 
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Ten Years At this time preparations were in 
Ago full swing for the San Francisco 

Convention. Tom Rudisell was pres- 
ident of the Hospital Exhibitors’ Association. 
Robert E. Neff, now president of the American 
Hospital Association, had assumed his work as 
superintendent of the University Hospitals, lowa 
City. The following firms now advertising in 
HOSPITALS were using space in The Bulletin: 
American Journal of Nursing, American Laundry 
Machinery Company, Davis & Geck, Inc., Frank 
A. Hall & Sons, Lewis Manufacturing Co., The 
E. W. Marvin Co. (now Marvin-Neitzel), Petro- 
lagar, Inc., Physicians’ Record Co., Will Ross, Inc., 
Scanlan-Morris Company and Victor X-Ray Co. 
(now General X-Ray Corp.) 


———_—_—__———— 
Quick If you are one of those executives who is 
View interested in a digest of news about the 


latest developments in an _ industry 
which supplies valuable material and ideas for 
hospitals, you will find a quick view of the latest 
uses of Monel metal in a paper called “The Sil- 
ver Kitchen,” published by International Nickel 
Company, 67 Wall Street, New York City. The 
April issue is alive with interesting information. 

scipeaidlaigltagh 


The THRUX MASTER offers a 
new way to clear drain pipes. It 
is designed for safe mechanical 
application of super-strength solvents to open 
clogged and sluggish drains. With a patented 
suction valve, it develops tremendous pulling 
power to loosen the stoppage. Then the solvent 
is poured into the mixing chamber and water 
added. The resultant solution is forced to the 
point of stoppage while in a state of high chemi- 
cal activity. The THRUX MASTER permits the 
use of very strong solutions, which could not 
otherwise be handled safely. 

It is constructed of highest grade, long wearing 
materials; cast metal parts, heavily chrome 
plated; rubber sections molded from high qual- 
ity, live rubber. The equipment contains a plastic 
stopper for use on the overflow to prevent dan- 
gerous fumes from entering the room, which 
would at the same time be injurious to curtains 
and other furnishings. There is also a clamp 
hose connection leading from the faucet to the 
mixing chamber. 

With it, any solvent can be safely applied. Price, 
$15.00. The manufacturers, The Langsenkamp 
Wheeler Brass Works, Inc., of Indianapolis, In- 
diana, state that regular use of the THRUX 
MASTER, every ten days or two weeks, will keep 
drains open, clean and fresh like new. It will 
therefore save excessive service expense and 
eventually will pay for itself many times over. 


Stoppage— 
A Way Out 
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LET HOFFMAN DIAGNOSE 
YOUR LAUNDRY’S ILLS! 
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EQUIPMENT 
APPROVED BY 
AMERICAN 
COLLEGEOF 
4 SURGEONS 






Let us apply the stethoscope of Hoffman analysis 
to the laundry in your institution. When you call 
Hoffman, experienced engineers survey your op- 
erating costs, study your linen requirements and 
prescribe methods to balance laundry output to 
your needs. Hoffman treatment assures maxi- 
mum efficiency and operating economy. And re- 
member, a saving of as little as le per pound in 
laundry cost in a 200-bed hospital frequently re- 
sults in savings up to $10,000 a year. 


IT PAYS TO CALL HOFFMAN 
TO SURVEY YOUR LAUNDRY’S CONDITION 


yl :, 
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¥ * 111 Fourth Ave. ® New York, N. Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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Apricot: Orange with a little yellow (chrome 
yellow, medium). 


Yellow: Two yellows, quite different, but both 
pleasing are made from chrome yellow, light, and 
chrome yellow, medium. 


Green: Chrome green, light. Or chrome green, 
medium, with a little Prussian blue. 


Turquoise: Prussian blue with chrome green, 
light. 


All of these to be added to white, and to be 
softened with Van Dyke brown or burnt umber. 


Rugs and Draperies 


Some hospital rooms are completely furnished, 
with rugs or carpets, upholstered furniture, and 
draperies of chintz or cretonne. More frequently 
the opportunity to use color is confined to walls 
and draperies. To give you guidance in the com- 
bination of colors I have made a list of room 
schemes. Here, in rugs or hangings you will find 
use for the hues we have rejected for walls, but 
they appear in deeper shades. These groups are 
not merely a matter of taste, but are based on 
giving the eye a balanced stimulus. In the pat- 
tern of the draperies colors may appear other than 
those I mention, but the color listed is the back- 


ground color. The bedspreads may easily be dyed 


. at the hospital. 


Walls Draperies Bedspread Rugs 
Coral Deep turquoise White Brown 
Coral Green Green Cedar 
Coral Beige Turquoise Burgundy 
Peach Green-blue Turquoise Deep green-blue 
Peach Old blue Peach Toast color 
Pesach Green Peach Brown 
Apricot The same colors as with peach. 
Yellow Deep blue White Brown 
Green Yellow Heather green 
French blue Yellow ’ Brown 
Plum Yellow Plum 
Green blue Turquoise Brown 
Green Yellow Yellow Cedar 
Peach Peach Cedar 
Coral Coral Burgundy 
Plum Coral Plum 
Turquoise Yellow Yellow Blue-green 
Plum Yellow Plum 
Coral Coral Brown 
Woodwork 


And the woodwork? The latest mode is to 
paint it a shade lighter or darker than the wall. 
This gives the smallest room added space, and 
makes the painters’ job easy. 

You will be delighted to see beauty emerge in 
your rooms, and to find that it costs no more than 
ugliness. 
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Static Electricity 


Static electricity is developed by the friction 
between two non-conductors. The earliest form 
of static electric producing machines was simply 
a rapidly whirling glass plate which produced 
electricity by friction with the air. Likewise 
combing the hair produces static and if it is dry 
enough to be a poor conductor will accumulate 
enough to crackle and make the hair stand. In 
the hospital, wheeled equipment or even the fric- 
tion of gas passing through a rubber tube or 
the friction of silk under clothing is enough to 
produce static. 


Ordinarily static passes unnoticed because it is 
conducted away by contact with conductors. But 
in the case of rubber shod equipment, for in- 
stance, the rubber insulates the article and the 
static accumulates. When brought in contact with 
a conductor, enough may have accumulated to pro- 
duce a shock as it is discharged to and through 
the conductor. 


It has been found that with a relative humidity 
of sixty per cent in the air, enough moisture col- 
lects on the surface of floors, walls, and equip- 
ment to form a conduction path which drains off 
the static as fast as produced and thereby pre- 
vents the accumulation of a sufficient amount to 
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produce a shock or a spark. In the hospital a 
channel for the continuous discharge of static is 
established either by a metal conductor or by sur- 
face conduction by maintenance of a relative hu- 
midity of 60 per cent. Thus a small metal chain 
dangling from a.litter to the floor will discharge 
its static just as the chain used by gasoline trucks 
serves that purpose. This is not adequate in the 
operating room as there are so many non-conduct- 
ing areas that they cannot all be reached by any 
practicable metal conductor system and, if dry 
enough, an area as small as one inch in diameter 
may accumulate enough static to give a spark 
capable of igniting inflammable gases, 


In the case of static accumulating on certain 
beds and not on others, many explanations are 
possible. The bed casters may be rubber tired and 
the room too dry to permit escape of the static. 
There may be something about the character of 
the bedding or the movement of the patient or the 
clothing of the nurse which permits the develop- 
ment of an unusual amount of static. This may 
be tested by determining if all nurses or only cer- 
tain ones or certain ones on certain days get the 
shock, or by attaching a small chain to the frame 
of the bed and allowing it to touch the floor. 
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Down hospital streets 


They’re long and straight and quiet; they sound 
with soft footsteps endlessly hurrying; they’re some- 
times bare, austere, usually dim; they’re main roads 
for the finest people in the world. 


From every corridor, from every hospital street, 
doors give into little rooms, little theatres, where 
life struts its stage in contest, in drama more chill- 
ing, more thrilling than a layman dreams. 


No matter how untutored the patient, nor how 
difficult his part in his “play,” the happy ending 
of synthetic drama is the common result. 


There are reasons for that! Give every charitable 
acclaim to modern medicine, to masterful surgery, 
to the ingenious, marvelous inventions that bulwark 
these ten thousand daily dramas... 


. . . but save your major acclaim for the fibre of 
men. Save some for that valorous tribe whose mem- 
bers . . . physicians, nurses . . . live their singing 
lives in constant crises, save some for the glorious 
band of men and women in American medicine who, 
if they did not have the release that comes from 
daily, hourly fighting for humanity, would serve 
their lives in other brackets of life as dramatic, as 
fine, maybe more remunerative. 


We think them the finest people in the world. 
We've known them for years, looked into their eyes, 
heard countless tales of them in stark and thankless 
drama, know their courage, know their sweetness, 
know their marvelous minds and intent and wills. . . 


... and, think them great. 
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Increased Cost of the Housekeeping Department 


GEORGE OTIS WHITECOTTON, M.D., San Francisco 


the housekeeping department, I thought at the 

beginning of the study that I could assemble 
sufficient data upon which to base the discussion 
of the subject adequately. The further I went in 
assembling facts the more I became convinced 
that I was being “thrown for a loss,” not an un- 
pleasant loss please be assured, but one that was 
nevertheless surprising in that the findings did 
not bear out the major premise on which this 
paper was to be based. When one begins to as- 
sume that costs are rising and that revenue is not 
increasing proportionately he naturally expects 
to be thrown for a loss but one of a different type, 
and I was therefore agreeably surprised. I was 
unable to make a detailed study of a number of 
institutions. Had that been possible perhaps the 
complexion of my findings might have been altered 
greatly, but since it was not, I should like to pre- 
sent to you for a moment the results of a study 
covering a period of the past nine years in my own 
institution. 


l: MAKING a study on the increased cost of 


Influence of Bed Occupancy Upon 
Departmental Costs 


I arbitrarily went back to 1929 as I felt that 
that year was the last one we can consider as 
having been a normal operating year. Patient 
days in 1929 totalled 91,910 and the cost of the 
housekeeping department was $42,007, giving us a 
housekeeping cost per patient day of 46 cents. In 
1933, in which year I think the occupancy in non- 
government hospitals reached its lowest ebb, the 
total of patient days was 55,282 and the depart- 
mental expenses were $28,358, or a patient day 
cost of 51 cents. These figures represented a de- 
crease of 40 per cent in occupancy, a decrease of 
33 per cent in departmental costs, and an increase 
of 11 per cent in patient day costs. The year of 
1937 revealed total patient days as 97,391, total 
‘departmental expenses of $39,711, and patient day 
costs of 41 cents. In a comparison of 1937 with 
1929 we find an increase of 6 per cent in patient 
days, a decrease of over 5 per cent in depart- 
mental costs, and a decrease of 11 per cent in 
department costs per patient day. 


As hospital administrators, we are vitally in- 
terested in patient day costs as being a direct indi- 
cation of how well our various departments are 
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being conducted. Where total departmental ex- 
penses remain stationary in the face of an in- 
crease in patient days the cost per patient day 
will, of course, fall. I am faced with a rise in 
total patient days but a decrease in total depart- 
mental costs, a situation much to my liking and 
one which on the face of it tends to refute the 
subject which I am supposed to present to you. 


There is no doubt that we are all better his- 
torians than prophets but, inasmuch as history, . 
insofar as my own institution is concerned, has 
failed to bear out the asserted “Increased Cost of 
the Housekeeping Department” it might be well 
to discuss some factors which could be considered 
as potentialities in bringing about increased costs. 
Some of these factors are conjectural while others 
are known quantities but all will bear considera- 
tion. 


This is neither the time nor the place to thor- 
oughly discuss the labor situation but it is of 
primary importance at the moment and should be 
mentioned. As a potential cause of increased 
costs it may be direct or indirect. I make no pre- 
tense to being an economist but I do know that 
the increased cost of commodity production re- 
sulting from the payment of higher wages in 
industry is certain to be reflected as an increase 
in wholesale and retail prices and, as such, will 
be bound to affect us as the ultimate consumers. 
This indirect effect has already made itself mani- 
fest and will become more so as labor’s demands 
become more insistent and generalized. The 
direct effect, if it occurs, will come in the shape 
of requests for wage increases on the part of our 
own employees. Whether or not increases will 
be granted depends entirely on the manner in 
which the demands are made, how much they 
amount to, and the ability of the institution to 
meet the increased financial burden. 


It is entirely a matter of my own personal 
opinion but I feel sincerely that all hospitals 
should pay their employees the highest possible 
wages, consistent, of course, with the institution’s 
financial structure. We are not institutions oper- 
ated for profit and it is questionable whether we 
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should ask our employees to share in our 
charitable program but on the other hand are we 


justified in passing on the increased cost to our 


patients when they are already putting forward 
a plea to lower the high premium now placed on 
illness. In hospitals the employee-patient ratio 
may run two or even three to one which means 
that one patient would have to absorb the wage 
increase of two or three employees. Industry on 
the other hand can pass on wage increases which 
are absorbed by thousands upon thousands of 
consumers without undue hardship. 


I have found that a frank discussion of the 
financial picture with the employees, a discussion 
in which all the cards are laid on the table, may 
bring to them the realization that perhaps the 
institution is not being unfair to them after all. 
Be willing to sit down with your employees for 
the purpose of talking over their problems with 
them directly and do not make it necessary for 
them to get to you through an organizational rep- 
resentative who may not take back to them a true 
picture of the attitude of you and your board. It 
may surprise you to discover just how many really 
loyal employees you have and you may find that 
the basis for their complaint is something that 
can very easily be adjusted to the satisfaction of 
all concerned. At any rate, nothing is ever lost by 
such a procedure, and it may be made to pay big 
dividends in the shape of a change in attitude. 


Executive Housekeeper as a Factor in 
Departmental Costs 


A second and highly important factor in the 
question of potential increases in cost is that of 
departmental administration, in this instance the 
executive housekeeper. How well qualified is she 
from the standpoint of training, executive ability, 
temperament, personality, and general attentive- 
ness to detail? Does she show good judgment in 
the selection of personnel? Is she able to remain 
on friendly terms with the heads of other depart- 
ments with whom she must of necessity come in 
contact? Has she a personality and manner that 
automatically commands respect and loyalty, or 
does she demand subservience and servility be- 
cause of her position? Above all, does she come 
running to you with every minor detail or is she 
capable of administering her department without 
your continual direction? 


Such an individual can command, and should re- 
ceive, a good salary but will be able to show 
savings in her department many times over what 
you may have to pay her. If properly trained she 
will have a thorough knowledge of all the pro- 
cedures carried on by the personnel under her 
direction and how much time and material should 
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be expended in getting the desired results in any 


_given piece of work. Labor turnover is always 


expensive and her judgment in the hiring of em- 
ployees makes possible the reduction of this item 
to a minimum. A few days ago I was chatting 
with one of our elevator operators and during the 
course of the conversation I said, “Fred, how long 
have you been working for the University?” He 
said, “Doctor, I ran this elevator on the first trip 
it ever made. That was on the eighteenth of 
April, 1917.” Twenty-one years ago next month 
he came to us and is still on the same job. Stag- 
nation, some may say, but I say loyalty, loyalty of 
the type that cannot be purchased, plus a complete 
satisfaction with his work. 


To me loyalty is the greatest asset that any 
organization can claim and will go a long way 
toward stamping out any subversive influences 
that may tend to creep in. We have several em- 
ployees in the housekeeping department who have 
been with us for periods ranging from sixteen to 
twenty-four years and labor turnover has never 
been a serious problem in this department. 


Linen Control 


Linen control is an important factor in the 
potential increase of departmental expense and in 
the hands of an inexperienced housekeeper may 
prove costly. There is no excuse for an insufficient 
amount of clean linen and it is better to be gen- 
erous than niggardly in this respect but at times 
special duty nurses like to impress their patients 
by making several complete changes of linen daily. 
With fifty or more patients on special care this 
may well be an expensive item and the house- 
keeper must be willing to take an adamant stand 
in this regard, issuing an extra quota only to 
those patients who absolutely need it. Arbitrarily 
condemning linen with small tears and issuing 
new stock in its stead is an expensive policy. The 
housekeeper who is economy minded can have this 
linen mended and, while it may not be adaptable 
for use in the best private rooms, it can certainly 
be used for part pay and staff patients. 


Age of the Plant as an Influence in 
Determining Costs 


The age of the plant cannot be disregarded in 
an enumeration of possible causes of increased 
cost. This is especially apparent in those hos- 
pitals that have failed to institute a program of 
maximum maintenance from the start, a program 
that will save a good deal of wear and tear. Old 
floors, walls, and woodwork are notoriously hard 
to keep in good condition without the expenditure 
of excessive amounts of labor and materials, a 
costly procedure. I can speak authoritatively on 
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this point as we have two buildings between forty- 
five and fifty years of age. 


As a final factor I should like to point out a 
situation which, while not necessarily a house- 
keeping department problem, will nevertheless 
affect our institutional costs as a whole. As yet it 
has not begun to concern us but will be almost 
certain to do so at some time in the future. With 
the Federal administration making a studied effort 
to preclude the amassing of great wealth where 
are we going to look for the endowments and gifts 
which have aided us in carrying on our work in 
the past? Are we to be placed in the ignominious 
position of having to seek subsidies from the very 
agency that is bringing this situation to pass? 


The Layman Can Understand and Justly 
Criticize Housekeeping 
In conclusion let me discuss for a moment the 


<i 
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relative importance of the housekeeping depart- 


. ment, an importance which is far greater than the 


departmental expense would lead one to believe 
when comparing it with the institutional expense 
asa whole. With the exception of dietary it is the 
one department in the hospital that is in any posi- 
tion to be justly criticized by the layman. It does 
not require professional knowledge or training on 
the part of the individual to enable him to notice 
soiled linen and curtains, dirty floors, torn win- 
dowshades, or grimy paintwork and walls. The 
patient or visitor who sees such conditions in a 
hospital will not speak well of the institution and 
its prestige will suffer. Granted that there have 
been, or will be, increases in wages, in the cost 
of housekeeping supplies, and in the price of 
textiles, can we afford to adopt a policy of false 
economy at the expense of our reputations? I 
can only leave the solution to your good judgment 
but I know what the answer will be. 





Saving Silver 


The average well exhausted hypo bath contains 
one-tenth to one Troy ounce of silver per gallon, 
but cash return from recovery cannot be expected 
to be more than one-third of the value of the sil- 
ver contained in the hypo. This is due to the fact 
that recovery is incomplete, and to charges for 
transportation, assay, smelting, and refining. Re- 
covery of the silver is not worth the effort unless 
five gallons or more of exhausted hypo are dis- 
carded weekly. 


For laboratories discarding from five to one 
hundred gallons weekly the zinc dust method of 
recovery is the more feasible. 


1 Provide a watertight barrel—vinegar bar- 
rel will do—paint it inside and out with 
Kodacoat paint, bore a hole one foot from 
the bottom, and drive in a wooden spigot 


2 Pour discarded solution into this barrel un- 
til nearly full 


3 When barrel is full, test solution with lit- 
mus paper and if alkaline add glacial acetic 
acid with constant stirring until solution 
turns blue litmus paper red. Then add one- 
half ounce glacial acetic acid for each gal- 
lon of solution (or one and two-third oz., 
28 per cent) and while stirring add two- 
thirds oz. of zinc dust per gallon, stir a 
few minutes, and allow to stand sixteen to 
twenty-four hours 


4 Test as follows: 
Immerse a small bright copper strip in solu- 
tion for one minute. If strip darkens but 
does not take on a silvery appearance, 
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precipitation of the silver is complete. If 
the strip shows a white silvery appearance, 
precipitation is not complete and solution 
should be treated as follows: Add one- 
quarter oz. of zinc dust per gallon, stir well, 
allow to stand overnight, and retest 


5 When precipitation and settlement is com- 
plete draw off the clear upper solution and 
discard to the sewer. Then refill the bar- 
rel with discarded solution and proceed as 
before 


6 When the sludge in the bottom of the bar- 
rel reaches the level of the spigot, dip it 
out, spread it on a cloth filter to drain and 
dry 


7 When fifty pounds or more of dry sludge 
have accumulated communicate with the 
nearest refiner as to instructions and 
charges 


For laboratories discarding one hundred gallons 
or more of solution per week the sulphide method 
of recovery may be used. It consists in effect of 
bringing the solution to a strongly alkaline reac- 
tion and precipitating by the addition of sulphide 
solution (two lbs. of fused sodium sulphide per 
gallon of water) at the rate of one ounce per gal- 
lon of solution, or until all the silver is precipi- 
tated. The sludge is handled as in the zine dust 
method. 


The objection to this method is that the entire 
procedure must be carried out well isolated from 
the laboratory as the fumes from the sulphide 
solution will fog any sensitive emulsion. 
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Among the Associations 






State and Province Association News 


Tri-State Hospital Assembly 


Hospital people of Illinois, Indiana, and Wis- 
consin will meet in Chicago, Hotei Stevens, May 
4, 5, and 6. Nineteen sections will comprise the 
Assembly. There will be a general assembly 
each morning, and one social evening for all. of 
the group. The afternoons will be devoted to a 
series of conferences covering the functional de- 
partments and fields within the hospital, com- 
prising nineteen sections. 


The outline of the program was published in 
our April issue, pages 124 and 126. 





Nebraska Hospital Association 


The Nebraska Hospital Association held its sec- 
ond annual meeting in Lincoln on March 30. The 
president of the Association, Francis J. Bath of 
St. Joseph’s Hospital, Omaha, presided at the ses- 
sions. Concurrently with the state hospital asso- 
ciation, the Nebraska State League of Nursing 
Education and the Bureau of Education and Reg- 
istration for Nurses conducted an Institute for 
Nurses. 


Some of the features of the hospital program 
were an address by Robert E. Neff, administrator 
of University Hospitals, Iowa City, and president 
of the American Hospital Association, and a round 
table conducted by T. J. McGinty, superintendent 
of Southeast Missouri Hospital, Cape Girardeau, 
Missouri, and president of the Mid-West Hospital 
Association. 


At the annual banquet of the Association and 
the Institute for Nurses, A. C. Bachmeyer, M.D., 
dean of Division of Biological Sciences, University 
of Chicago, was guest speaker. The subject of his 
address was “The Preparation of Nurses for Bet- 
ter Community Nursing Service.” 


More than one-half of the hospitals in Nebraska 
were represented, and the registration ran well 
over one hundred. The officers elected were as 
follows: 


President—Francis J. Bath, St. Joseph’s 
Hospital, Omaha 


President-Elect—Mrs. Gladys G. Smits, 
Lincoln General Hospital, Lincoln 


Secretary—Francis J. Bean, M.D., Univer- 
sity of Nebraska Hospital, Omaha 


The Nebraska membership in the American 
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Hospital Association elected the following to the 
House of Delegates: 


Delegate—Rev. Harry E. Hess, Nebraska 
Methodist Episcopal Hospital and Deaconess 
Home, Omaha 


Alternate—Rev. Emil G. Chinlund, Im- 
manuel Deaconess Institute, Omaha 


The Nebraska Hospital Association adopted new 
constitution and by-laws following the model by- 
laws suggested for state associations by the Coun- 
cil on Association Development of the American 
Hospital Association. 





Ohio Hospital Association Meets 
at Columbus 


The twenty-fourth annual meeting of the Ohio 
Hospital Association convened on April 5 for a 
three day meeting held concurrently with the 
Ohio Dietetic Association, Ohio Association of 
Records Librarians, Ohio Association of Nurse 
Anesthetists, Hospital Obstetric Society of Ohio, 
Ohio Society of Medical Technologists and the 
Ohio Chapter of the American Physiotherapy 
Association. 


All sections of the meeting were well attended 
and the delegates were many times repaid for 
their attendance by a most enlightening program. 


The Convention was officially opened on Tues- 
day morning by the Hon. Myron Gessaman, 
Mayor of Columbus. After the address of wel- 
come Robert E. Neff, president of the American 
Hospital Association, addressed the meeting on 
“Hospitals and the Changing Order.” 


Other national officers present were Dr. Mal- 
colm T. MacEachern, associate director, American 
College of Surgeons, and Gerhard Hartman, ex- 
ecutive secretary, American College of Hospital 
Administrators, both of whom participated in the 
program. Details of the general program will 
be found on pages 115 and 116 of the April issue 
of HOSPITALS. 


At the annual banquet held on Wednesday 
evening Count Sederholm of Denmark was the 
guest speaker. 


The following officers were elected for the year 
1938-1939: President, Dr. Fred G. Carter; Presi- 
dent-Elect, Dr. H. L. Rockwood; Treasurer, Rt. 
Reverend Monsignor M. F. Griffin; First Vice- 
President, Nell Robinson; Second Vice-President, 
Sister M. Miriam. Chairman Central District, Dr. 
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F. G. Fowler; Chairman, Northeastern District, 
Frank E. Hoover; Chairman, Northwestern Dis- 
trict, Dr. F. E. Strobel; Chairman, Southwestern 
District, Francis R. van Buren. 


Dr. Fred G. Carter and Guy J. Clark were 
chosen representatives to the House of Delegates 
of the American Hospital Association. Dr. E. 
R. Crew and Howard L. Worth were selected as 
alternates. 





The Washington State Hospital 
Association 


The Washington State Hospital Association at 
its meeting on April 9 elected the following of- 
ficers: 


Honorary President—Sister John Gabriel, Se- 
attle 


President—C. J. Cummings, Tacoma 
President-Elect—B. A. Brown, M.D., Tacoma 


First Vice President—Rev. A. L. Howarth, We- 
natchee 


Second Vice President—J. R. Schneider, Aber- 
deen 


Third Vice President—G. W. Gilbert, Seattle 
Secretary-Treasurer—Sister John of the Cross, 
Seattle 


pj 


Tri-State Conference of Virginia, North 
Carolina, and South Carolina 

With a total registration of five hundred and 

twenty-three the Tri-State Conference of the Hos- 

pital Associations of Virginia, North Carolina, and 

South Carolina convened at Columbia, South 


_ Carolina, for a three-day meeting from April 15 


to 17. Including guests, no less than eighteen 
States were represented. 


All delegates expressed themselves most enthusi- 
astically concerning the most excellent program 
which included the following presentations: Round 
Table Conference conducted by James A. Hamil- 
ton of Cleveland, Ohio. “Cooperative Action 
Among Hospitals” by John R. Mannix, Cleveland, 
Ohio; ‘“‘Administrative Problems of the Dietitian,” 
Lena F. Cooper, President, American Dietetic As- 
sociation, New York; “Educational Opportunities 
for Nurses in Out-Patient Departments,” Hattie 
E. Pugh, R.N., Richmond, Virginia; “Danger and 
Virtue of General Hospital Care Associations,” 
Dr. B. C. Willis, Rocky Mount, North Carolina 


At the annual banquet His Excellency Olin D. 
Johnston, Governor of South Carolina, addressed 
the gathering and was followed by Robert E. Neff, 
President of the American Hospital Association, 
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who spoke on “Hospital Growth and Community 


- Responsibility.” 


Following the banquet a delightful dance was 
held in the ballroom of Jefferson Hotel. 


On Friday the program was as follows: “Hos- 
pitals and Their Relations to the Industrial Com- 
mission,” E. B. Crawford, Greensboro, North 
Carolina; “The Future of the Hospital Records 
Department, Jennie C. Jones, R.R.L., President of 
the Association of Records Librarians of North 
America; “Keeping Hospitals Out of the Red by 
Basic Operating Principals,” Stuart G. Aldhizer, 
Harrisonburg, Virginia; “Cost Accounting in the 
Small Hospitals,” William A. Dawson, Consulting 
Accountant, United Hospital Fund, New York; 
“The College of Hospital Administrators—Its Sig- 
nificance,” James A. Hamilton, First Vice-Presi- 
dent; American College of Hospital Administra- 
tors; Communicable Disease in the General Hospi- 
tal,”” Robena C. Anderson, R.N., Richmond, Vir- 
ginia; “How the Rural Hospital Can Best Serve 
Its Community,” Evelyn M. Heath, R.N., Nas- 
sawadox, North Carolina; “Cancer Clinic of Mis- 
sion Hospital,” Dr. T. R. Huffines, Asheville, North 
Carolina; “Important Aspects of Medical Staff 
Organization Applicable to Every Hospital,” Dr. 
E. W. Williamson, Assistant Director, American 
College of Surgeons. — 


On Friday evening a public meeting was held 
attended by a capacity crowd and at which Robert 
E. Neff, President, American Hospital Associa- 
tion, spoke on “Hospitals and the Changing Order 
of Things.” 


The Saturday morning meeting consisted of a 
Round Table Conference conducted by John R. 
Mannix and James A. Hamilton followed by a 
sightseeing trip combined with visits to local 
hospitals. 


The South Carolina Hospital Association were 
hosts to the delegates at an old fashioned South 
Carolina Barbecue Luncheon served at Lake 
Murray. 





Mississippi State Hospital Convention 


The Mississippi State Hospital Association held 
its ninth annual meeting at the Robert E. Lee 
Hotel, Jackson, Mississippi, on April 19. With 
a large attendance the meeting convened at 9 a. m. 
to receive the Presidential Address from Dr. A. 
Street. 


Following the address the convention devoted 
the remainder of the morning to the business of 
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By serving the best, you buy that at minimum 
cost. Could any advertising be more effect- 
ive? There is no waste in serving the best. 
Often the extra portions in the chockful tin, 
more than offset the extra cost. Edelweiss 
Canned Fruits bring you the pick of the 


orchard. 


AMERICA’S LARGEST DISTRIBUTORS OF NO. 10 CANNED FOODS 


Write Today for the 


SEXTON SPECIAL 
Merchandise Styled to Your Needs 


JOHN SEXTON & CO., CHICAGO—BROOKLYN 





© J.S. & Co., May, 1938 
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Wyandotte Quality cannot be 
weighed + + + it is 
MEASURED 
by the 
. + Satisfaction of many users ++ 





Wyandotte 


Specialized Cleaners 


for 


Dishes - Glasses 
General Culinary Cleaning 


Maintenance 
or House Cleaning 


Laundry 


And “‘Steri-Chlor,” safe and sure germicide 
for use after cleaning— 


are sold with our usual guarantee of satisfac- 
tion after a fair tria—or money refunded. 


Wyandotte Dealers and Service Rep- 
resentatives in all parts of U.S.A. and 
Canada. District Offices in 27 Cities. 


THE J-B: FORD COMPANY er] 















the Association which included reports from the 
following committees: 
CONSTITUTION AND RULES 

Dr. J. Rice Williams, Houston 
LEGISLATION 

Dr. V. B. Philpot, Houston 
MEMBERSHIP 

Dr. V. H. Brandon, Clarksdale 
CHARITY HOSPITALS 

Dr. Edley E. Jones, Vicksburg 
MENTAL HOSPITALS 

Dr. C. D. Mitchell, Whitfield 
PUBLIC AND COMMUNITY RELATIONS 

Dr. Henry Boswell, Sanatorium 
MINIMUM STANDARDS 

Dr. H. Lowry Rush, Meridan 
NURSES AND NURSING 

Mary E. Dorsey, R.N., Greenville 
PUBLICATION 

Dr. Leon S. Lippincott, Vicksburg 
FIXED PERIODIC PAYMENTS FOR HOSPITAL 

SERVICES 

Dr. H. A. Gamble, Greenville 
HOSPITAL TAXATION 

Dr. B. B. Martin, Jr., Vicksburg 
NATIONAL HOSPITAL DAY 

Dr. F. B. Long, Starksville 
HOSPITAL RECORDS 

Dr. W. H. Parsons, Vicksburg 
HOSPITAL ACCOUNTING 

G. D. Stanley, Greenville 
HOSPITAL STAFF RULES AND REGULATIONS 

Dr. Gilruth Darrington, Yazoo City 
APPROVED MERCHANDISING 

Dr. J. K. Avent, Grenada 
CHILD HEALTH DAY 

Dr. W. H. Anderson, Boonville. 


All committee reports were fully discussed from 
the floor under the guidance of selected discus- 
sion leaders. 


After luncheon the convention re-convened in 
the afternoon under the chairmanship of the Pres- 
ident. The first address was presented by Dr. 
A. C. Jackson, President of the Alabama Hospital 
Association, entitled “Will Group Hospitalization 
Answer the Present Day Demand for Socialized 
Hospital Service?” then followed a paper by Dr. 
A. J. Hockett, President of Louisiana Hospital 
Association, on “The Hospital Laboratory.” 
Graham L. Davis, Director, Hospital and Orphans’ 
Section, The Duke Endowment, addressed the 
meeting on “Proposed Uniform By-Laws for State 
and Provincial Hospital Associations.” The after- 
noon session was concluded with an address by 
Robert E. Neff, President of The American Hos- 
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pital Association, entitled “The Hospital and Its 


- Service to the Community.” 


Mr. Neff was the guest speaker at the banquet 
and chose for his subject “Hospital and Medical 
Relations in the Care of the Sick.” Following 
the address Dr. H. Lowry Rush, Chairman, Com- 
mittee on Minimum Standards, presented the Cer- 
tificates of Compliance with the Minimum Stand- 
ards of the Mississippi State Hospital Associa- 
tion. The toastmaster of the evening was Dr. 
J. P. Wall, President-Elect of the Association. 


Dr. A. Street, the retiring President, concluded 
the meeting by presenting the incoming officers 
for the year 1938-1939. 





Hospital Association of Pennsylvania 
—Seventeenth Annual Convention 


The Hospital Association of Pennsylvania held 
its Seventeenth Annual Convention at the Hotel 
William Penn, Pittsburgh, April 27, 28, and 29. 
Due to the rapidly increasing institutional mem- 
bership, and the excellence of its program, the at- 
tendance at this conference broke all previous 
records. 


The State Dietetic and Nurse Anesthetists 
Associations met concurrently with the Hospital 
Association. 


The Convention program was well balanced with 
panel discussions for hospital trustees on “Perti- 
nent Problems Relating to Hospital Administra- 
tion” and on “Nursing and Nurse Education Prob- 
lems”; a symposium on “Hospital Accidents and 
How to Avoid Them”; round tables; and a dra- 
matic portrayal “All in a Day.” 


Two addresses at the opening session, one by 
Howard E. Bishop, President of the College of 
Hospital Administrators, on the “Education and 
Training of the Hospital Administrator” and the 
second by H. G. Andrews, Editor of the Johnstown 
Democrat, on “The Hospitals as the Community 
Sees Them” attracted the interest of the large 
audience of hospital people. 


The Committee Reports, with the discussions 
that followed were of unusual value. 


A feature of the Conference was the program 
for the Trustees Section arranged by David B. 
Skillman, President of Easton Hospital, and Jes- 
sie J. Turnbull and her program committee. The 
Trustees Section was addressed by Robert E. Neff, 
President of the American Hospital Association, 
whose subject was “The Function of the Board of 
Trustees in the Modern Hospital” and by Dr. 
Joseph C. Doane, Medical Director of the Jewish 
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each applicant. 


—the right applicant for 
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Executives and nurses 
everywhere tell us that 
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and the applicant by its 
diligence in securing both 

















the RIGHT position and the RIGHT applicant for 
each position. 


Aznoe’s can do the 
same for you. 


Write to Miss Ann 
Ridley, Managing Di- 
rector of Aznoe’s TO- 
DAY. 





CENTRAL REGISTRY FOR NURSES 


Established 1896 Executive Offices 826 
30 N. Michigan Avenue, Chicago, IIl. 














JAMES L. ANGLE COMPANY 


Institutional Furniture 





A SMART INVESTMENT WHICH LIQUIDATES 
ITSELF IN A SURPRISINGLY SHORT TIME! 


Try this out. Take some of your most uninteresting 
rooms and refurnish them with James L. Angle Company 
wood furniture in combination with cheerful drapes and 
coverings. Patients gladly pay a few dollars more for the 
homelike atmosphere thus achieved. Rooms are occupied 
more days per month and your institution benefits from 
the valuable prestige that accrues from well-satisfied pa- 
tients. It’s a smart investment which liquidates itself in 
a surprisingly short time. 


Showrooms: Merchandise Mart, Chicago—19 W. 44th St., New York City 


LUDINGTON, MICH. 





JAMES L. ANGLE CO. 
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“We Students DO Appreciate 


Snowhite Tailored Uniforms 


- -- “And why shouldn't we? The hospital's 
patients compliment us on the good looks of 
our uniforms. The laundress tells us they 
wear exceptionally well and are a pleasure 
to launder. And we students realize perfectly 
how well-fitting and comfortable they are.” 


If your students are not wearing them 
at present, consider SNOWHITE 
TAILORED UNIFORMS for your next 


class. 


Whether you prefer the traditional 
“apron and bib” ensemble or a one- 
piece uniform, we will be glad to send 
you our suggestions and quotations. 


° 

a Garment Mfg. Co. 

2880 North 30th Street - Milwaukee, Wisconsin 
Member, Hospital Exhibitor's Association 


UNIFORMS FOR STUDENT AND GRADUATE NURSES 
. . CAPES . . OPERATING AND PATIENT GOWNS. . 
HOSPITAL CLOTHING . . SWEATERS 














123 





Hospital, Philadelphia, on “Policies and Adminis- 
trative Practice.” 


The Annual Banquet was held on Thursday eve- 
ning; the guest orator was M. H. McCaffney, 
whose subject was “Psychological Possibilities.” 


The technical and education exhibit was larger 
than in previous years and was one of the features 
of the Convention. 


The President of the Association, Mary B. Mil- 
ler, has given the Association a most successful 
year. A year of progress, of development, and 
constructive policy. She has been ably assisted 
by the Executive Secretary, Harold Prentzel, and 
by the Publicity Director, Harry Stanley. John 
N. Hatfield, the incoming president, was installed 
at the Friday afternoon session. 


> 


The Arkansas Hospital Association 


The Annual Convention of the Hospital Asso- 
ciation of Arkansas will hold its meeting at St. 
Edward’s Mercy Hospital, Forth Smith, on 
May 16. 


The Very Rev. Msgr. John J. Healy, president, 
has arranged an excellent program. The Asso- 
ciation will entertain its members and guests at 
a Southern Barbecue at Lake Fort Smith on Sun- 
day evening, May 15. 


Every hospital in the State of Arkansas will be 
represented at this meeting. 


The following is the program: 


Monday, May 16, 1938 
Morning Session 
8:45 A. M. 
Registration 
9:15 A. M. 
CALL TO ORDER BY PRESIDENT 
1 Reading of Minutes 
2 Treasurer’s Report 
3 Appointment of Committees 


9:30 A. M. 
REPORT ON MIDWEST CONFERENCE 
John O. Steel 


DISCUSSION 
10:00 A. M. 

THE NEW REORGANIZATION SET-UP OF THE 
AMERICAN HOSPITAL ASSOCIATION AND ITs AP- 
PLICATION TO STATE ASSOCIATIONS 

Bert W. Caldwell, M.D., Executive Secretary, 
American Hospital Association, Chicago 
10:45 A. M. 

PRESIDENT’S ADDRESS 

Very Rev. Msgr. John J. Healy, President, 
Arkansas Hospital Association 
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DISCUSSION OF RECOMMENDATIONS OF PRESIDENT 
_ ADJOURN FOR LUNCH 
12:00 M. 
LUNCHEON AT GOLDMAN HOTEL 
ADDRESS: NATIONAL TRENDS 
Robert E. Neff, President, American Hospital 
Association 


Afternoon Session 
1:30 P. M. 

REPORT ON LEGISLATION AND A ROUND TABLE 
DISCUSSION ON STATE WELFARE AND HOSPITAL- 
IZATION, PUBLIC HEALTH, CRIPPLED CHILDREN, 
ETC. 

Lee C. Gammill, Chairman, Legislative Com- 
mittee 
2:30 P. M. 
PREPAID HOSPITAL INSURANCE 
Graham L. Davis, Duke Endowment, Char- 
lotte, North Carolina 


DISCUSSION 
3:45 P. M. 

BUSINESS MEETING—ELECTION OF OFFICERS 
5:00 P. M. 


Installation of MISS REGINA KAPLAN, PRESI- 
DENT-ELECT AS PRESIDENT 
ADJOURNMENT 





The Hospital. Association of 
New York State 


The Hospital Association of New York State 
will hold its Fourteenth Annual Convention at 
the Hotel Statler, Buffalo, May 18, 19, 20, 1938. 
The New York Association is one of the largest 
of the State Hospital Associations in point of 
membership and attendance at annual conven- 
tions. 


Under the leadership of its President, John H. 
Hayes, superintendent of the Lenox Hill Hos- 
pital, New York City, and its efficient Executive 
Secretary, Carl P. Wright, superintendent of 
the General Hospital, Syracuse, the Association 
has advanced rapidly during the past year. 


The program for the Fourteenth Annual Con- 
vention will appeal to every one connected with 
hospital operation. It will attract the largest at- 
tendance in the history of the New York Asso- 
ciation. 


Program 
Wednesday, May 18, 1938 
Morning Session 
9:30 A. M. 
Invocation 
Address of Welcome 
Reply and Report of President 
Report of Executive Secretary 
Report of Treasurer 
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Report of Membership Committee 
Report of Rules Committee 

Report of Legislative Committee 

' Report of Public Relations Committee 
Report of Nominating Committee 
Reports of Special Committees 
Adjourn at 11:30 a. m. 


Afternoon Session 
12:30 P. M. 
LUNCHEON AT HOTEL STATLER 
Speaker—Mayor Holling of Buffalo 


EXHIBITORS WILL ALSO ATTEND 
2:30 P. M. 
Chairman, Jerome Peck, Binghamton City Hos- 
pital, Binghamton, New York 


A LESS VARIETY—LESS EXPENSE 
L. M. Arrowsmith, Superintendent, 
St. John’s Hospital, Brooklyn 


B ACHIEVEMENT OF A GOOD OBSTETRICAL PRO- 
GRAM IN A MODERN HOSPITAL 
William B. Seltzer, Superintendent, 
Bronx Hospital, New York City 
Discussion by Francis C. Goldsborough, M.D. 
Chief Obstetrician of Buffalo General Hos- 
pital 
C “No TIME FOR SANDWICHES” 
Skit by the Buffalo pharmaceutical group 


D A PLAN TO PROVIDE HOME VISITING NURSING 
UNDER THE GROUP HOSPITAL PLAN 
Charles Neegaard, Hospital Consultant, 
New York City 


Thursday, May 19, 1938 
Morning Session 
9:30 A. M. 
Chairman, Dr. Basil MacLean, Strong Memorial 
Hospital, Rochester, New York 


SUGGESTED PAPERS: 
A “Don’t Argue—Arbitrate” 
Skit by Workmen’s Compensation Arbitra- 
tion group of New York City 
B Round Table conducted by the Chairman 
ADJOURN 11:30 A. M. 


Afternoon Session 
2:30 P. M. 
Chairman, L. M. Arrowsmith, St. John’s Hos- 
pital, Brooklyn, New York 


SUGGESTED PAPERS: 
A WHy INTERNS SHOULD Not BE PAID 
Reverend Ambrose R. McGowan, Associate 
Director of Hospitals, Catholic Diocese of 
Brooklyn 
B PUBLIC RELATIONS OF A HOSPITAL IN A 
SMALL COMMUNITY 
F. Wilson Keller, Superintendent, 
Lawrence Hospital, Bronxville, New York 


May, 1938 








65,000 SQUARE FEET 
OF WAREHOUSE SPACE 


Into this Hospital Supplies Reservoir of 
ours comes a constant flow of specially 
selected merchandise, from many tribu- 
taries, both at home and abroad. Your 
smallest as well as your greatest and most 
urgent needs can be met quickly ... 
any time . .. Adequate warehouse 


stocks assure dependable deliveries. 


WILL ROSS, incorporaten 


Wholesale Distributors and Manufacturers of Hospital Supplies 
J 3100 W. CENTER ST. MILWAUKEE, WIS. 
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C A PRACTICAL DEMONSTRATION OF THE 
STANDARD NOMENCLATURE ARRANGED BY 
SISTER PHILOMENA, MERCY HOSPITAL, BUF- 
FALO 
Introduced by Dr. Herbert E. Wells, Chair- 

man, Record Committee, Mercy Hospital, 
Buffalo 

D TEA WILL BE SERVED ON EXHIBIT FLOOR AT 
4:00 P. M. 

Thursday Evening, May 19, 1938 
DINNER AT HOTEL STATLER AT 7:00 P. M. 
Prominent Speaker and Entertainment 


Friday, May 20, 1938 
Morning Session 
9:30 A. M. 
Chairman, Theodora Root, New York Orthopedic 
Hospital, New York City 
SUGGESTED PAPERS: 
A THE NEW NURSE PRACTICE ACT 
Mrs. Ethel G. Prince, President, 
New York State Nurses’ Association 
B SHOULD STUDENT NURSES PAY FOR THEIR 
EDUCATION? 

Helen Gibbard, Director, Nursing Serv- 
ice, Niagara Falls Memorial Hospital, 
Niagara Falls, New York 

C “THE SOcIAL SERVICE DEPARTMENT IN 

ACTION” 

Skit by the Social Service Department of 
Buffalo General Hospital 

ADJOURN 11:30 A. M. 


Afternoon Session 
2:30 P. M. 
Chairman, T. Joseph Hogan, Chief Engineer, 
Buffalo General Hospital 
PLANT PROBLEM SESSION 
A POWER PLANT PROBLEMS 
H. P. Dempsey, Professional Engineer 
B HOSPITAL STERILIZATION PROBLEMS 
C. O. Benedetti, Research Engineer, 
Scanlon-Morris Company 
C PAINT PROBLEMS 
Vernon Smith, Technical Director, 
McDougall-Butler Company 
D LAUNDRY PROBLEMS 
E. R. Leis, American Laundry Machinery 
Company 
E FLOOR MAINTENANCE 
Joseph G. Deacon, Franklin Research In- 
‘stitute 
F SURGICAL LIGHTING 
E. H. Greppin, Manager, Light Department, 
Wilmot-Castle Company 
G REPORT OF RESOLUTIONS COMMITTEE 
H ELECTION OF OFFICERS 
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Association of Private Hospitals, Inc. 


The Association of Private Hospitals, Inc., has 
selected the following officers for 1938: 

President—E. John Dolan, M.D. 

Vice-Presidents—Burt D. Harrington, M.D., 
Charles W. Fitch, M.D., and Tobias M. =~? 
M.D. 

Secretary—Oscar Gottfried. 





Coming Meetings 

Tri-State Hospital Assembly (Illinois, Indiana, 
and Wisconsin), Chicago, May 4-6 

Kansas Hospital Association, Wichita, May 
10-11 

Arkansas. Hospital Association, Fort Smith, 
May 16 

Hospital Association of New York State, Buf- 
falo, May 18-20 

Minnesota Hospital Association, Minneapolis, 
May 19-21 

Colorado Hospital Association, Colorado iinet 
May 25 

Louisiana Hospital Association, New Orleans, 
May 

New Jersey Hospital Association, Jersey City, 
June 2-4 

Hospital Association of Nova Scotia and Prince 
Edward Island, Canada, June 

Catholic Hospital Association, Buffalo, New 
York, June 13-17 

Michigan Hospital Association, Marquette, 
June 23-24 

Manitoba Hospital Association, Selkirk, Can- 
ada, June 23-24 

Hospital Association of West Virginia, Charles- 
ton, August 

National Hospital Association, Hampton, Vir- 
ginia, August 14-16 

American Protestant Hospital Association, Dal- 
las, September 24-26 

American College of Hospital Administrators, 
Dallas, September 25-26 

American Hospital Association, Dallas, Septem- 
ber 26-30 

Children’s Hospital Association, Dallas, Sep- 
tember 26-30 

National Association of Nurse Anesthetists, 
Dallas, September 27-29 

Saskatchewan Hospital Association, Moose 
Jaw, October 

Ontario Hospital Association, Toronto, October 
19-21 

American Public Health Association, Kansas 
City, October 25-28 

Connecticut Hospital Association, November 
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ould you OPERATE 
LIKE THIS! 


Ridiculous? . . . of course! BUT, it portrays 
the effect of harsh and irritating soaps not 
expressly designed for the Surgeon’s hands 

. » pictures the loss of touch and percep- 
tion, resulting from the use of common 
soaps that fail to ‘““LUBRICATE”’. 


SEPTISOL SURGICAL SOAP is specifically 
made for use in scrub-up rooms. The pure 
vegetable oils penetrate deeply, leaving the 
hands soft and pliable, ‘‘LUBRICATING” 
the skin and greatly enhancing the sense of 
“touch. The creamy, soothing lather cleans 
thoroughly, even loosening the dead skin 
and leaving the hands sensitive and alert. 


Septisol surgical soap maintains com- 

plete surgical cleanliness and CONDI- 

TIONS the hands simultaneously. 

e oe e 

Septisol Dispensers with their many exclusive features, 
are approved by the American College of Surgeons... 
designed to give the maximum in efficiency of operation 
- . » the utmost in economy, they operate as smocthly 
as Septisol “Lubricated” hands. 


VESTAL CHEMICAL LABORATORIES, Inc. 


NEW YORK ST. LOUIS 











Beauty and Utility 
Go Hand-in-Hand 


HILL-ROM hospital furniture has in 
highest degree the correctness of struc- 
tural design, soundness of material and 
workmanship, sturdiness, durability and, 
above all, the practical utility so neces- 
sary to efficient hospital operation. 


The EXTRA you get in HILL-ROM 
furniture is BEAUTY. The finest 
woods obtainable are used in executing 
designs that are eye-pleasing and soul- 
satisfying. The lovely graining and 
color are brought out by a special finish 
which resists wear and tear, spilled 
liquids, etc. Yet HILL-ROM furni- 
ture costs little more than common fur- 
niture. Investment in it will pay hand- 
Here you see a grouping of the simple but lovely new Suite No. 500 in a typical some dividends in increased salability 
hospital room. This. suite is in Prima Vera combined with Maple. Available in two of the hospital's accommodations. 


different styles of dressers, stands and cabinets, desks, chairs and screens. Write for 
information on the full line. 


THE HILL-ROM COMPANY taorans 


Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 
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H. H. Botts, M. D., director of the United States 
Veterans’ Hospital at Marion, Indiana, has been 
transferred to the Federal Veterans’ Hospital at 
Chillicothe, Ohio. He will be replaced by Dr. D. J. 
Murphy, who has been in charge of the Chillicothe 
institution. 
ne ers 
Stuart P. Cromer, M.D., medical director of 
Baylor University Hospital, Dallas, Texas, has 
resigned to accept the position of hospital in- 
spector for the American Medical Association, 
Chicago. 
acini 
Eva E. Dean, superintendeni of Nanticoke State 
Hospital, Nanticoke, Pennsylvania, resigned April 
10. Miss Dean’s successor has not been named. 
Dr. John Dorris, president of the board stated 
that it will be difficult to replace Miss Dean be- 
cause of her high efficiency as a nurse and as a 
superintendent. 
Se 
Karl Fischel, M.D., has resigned as superinten- 
dent of the Will Rogers Memorial Hospital at 
Saranac Lake, New York. Dr. George E. Wilson, 
of Saranac Lake, has been named acting super- 
intendent. 
Pe Ee 
Walter P. Gardner, M.D., assistant superinten- 
dent of the Fergus Falls State Hospital, Fergus 
Falls, Minnesota, has resigned to accept the super- 
intendency of the Anoka State Hospital, Anoka, 
Minnesota. 
a 


Ruth Hampton, superintendent of the Haywood 
County Hospital, Waynesville, North Carolina, 
for eight years, has resigned. Mrs. Bonnie Rayle, 
who has been a nurse in the hospital for a num- 
ber of years, is acting superintendent. 


—_—————— 


Paul R. Hanson, superintendent of St. Luke’s 
Hospital, Fergus Falls, Minnesota, has resigned 
to accept the superintendency of the Iowa Luther- 
an Hospital, Des Moines, Iowa. Mr. Hanson suc- 
ceeds L. A. Johnson, who resigned as superinten- 
dent of the hospital October, 1937. Clara Hen- 
drickson has served as acting superintendent in 
the interim. 

namibia 

Shirley Harvey has been appointed head of the 
nursing department at Children’s Hospital, 
Akron, Ohio. 

eae 

Constance McIntosh of Hapville, Georgia, has 
been appointed superintendent of the Newberry 
County Hospital, Newberry, South Carolina. 
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A. L. Morland has been appointed acting super- 
intendent of the Emanuel Hospital, Portland, Ore- 
gan. Mr. Morland will serve until a permanent 
successor to the late Dr. Axel M. Green is elected. 
As treasurer of the hospital, Mr. Morland has 


been a full-time employee for some time. 
=. 


Sister M. Patricia will be superintendent of the 
new Providence Hospital which is nearing com- 
pletion at Columbia, South Carolina. The new 
hospital will be operated by the Sisters of Charity 
of St. Augustine, Cleveland, Ohio. 

—_—@———. 

Amanda Roe, superintendent of the Dodgeville 
General Hospital, Dodgeville, Wisconsin, has ac- — 
cepted the superintendency of Woodstock Hospi- 
tal, Woodstock, Illinois. Miss Roe succeeds Clara 
Boeck who resigned. 

tein ade 

Stanley L. Sims, superintendent of The Iroquois 
Hospital, Watseka, Illinois, has been appointed 
manager of the La Crosse Lutheran Hospital, La 
Crosse, Wisconsin, to succeed the late C. IJ. Wollen. 

siemeesiaialiaiiiceiats 

Andalusia, Alabama—The formal opening of 
the new Broughton-Underwood Memorial Hospi- 
tal at Andalusia, Alabama, was held recently. 

—_—_——__—_. 

Birmingham, Alabama—On April 11, the cor- 
nerstone of the new five-story out-patient clinic 
at Hillman Hospital, Birmingham, Alabama, was 
laid. The building is being built by the Jefferson 
County Commission with WPA funds. It is ex- 
pected that the work will be finished about No- 
vember 11. It will cost approximately $229,000. 

>. 

Alexander, Arkansas—At the gpecial session 
of the Arkansas State Legislature approval was 
given for the appropriation of $167,790 from the 
$1,536,053 Arkansas sanatoria building fund to 
finance improvements at the McRae Memorial Tu- 
berculosis Sanatorium for Negroes, Alexander, 
Arkansas. 

sdnaiaiicanienie 

Little Rock, Arkansas—The State Planning 
Board of Arkansas has presented for Governor 
Bailey’s consideration a sixteen-year building pro- 
gram for the State Hospital which incorporates 
expenditures of $8,000,000 to $10,000,000 to be 
made at the rate of $500,000 a year. The 
building program has been based on recommenda- 
tions made in 1937 by a mental hospital survey 
committee and Dr. Grover A. Kempf, senior sur- 
geon of the United States Public Health Service. 
Abandonment of the State Hospital at Little Rock 
was one of the major recommendations. Dr. 
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Kempf suggested two or three different institu- 
tions in place of one large institution. 
Shoals aE 
Danbury, Connecticut—Plans are being made 
for a new four-story addition to Danbury Hos- 
pital, Danbury, Connecticut. In addition to in- 
creasing the bed capacity to alleviate present 
crowded conditions, the new wing will provide 
space for new administration offices, laboratories, 
dining rooms, and accident and necropsy rooms. 
<pvicbaaiiiiitan 
New London, Connecticut—A donation of 
$10,000 was made by Dr. Thomas B. Enders of 
Mystic, Connecticut, toward the cost of modern- 
izing the dietary department of the Lawrence and 
Memorial Associated Hospitals, Inc., New Lon- 


don, Connecticut. 
>. 


Fort Pierce, Florida—A campaign is being con- 
ducted in Fort Pierce, Florida, to raise funds to 
finance the building of a new $60,000 hospital. 

Scieksnitilliaiaaiadsas 

Lake City, Florida—A new 32-bed municipal 
hospital to cost in the neighborhood of $75,000 
is to be built at Lake City, Florida. The hospital 
is a WPA project. 

euaailiatialisiass 

Decatur, Illinois—The new four-story addition 
to St. Mary’s Hospital, Decatur, Illinois, which 
was started last spring, is nearing completion. 

innlliallliaiieaandie 

Peoria, Illinois—Construction of the new 
$85,000 nurses’ home at the Peoria Municipal Tu- 
berculosis Sanitarium, Peoria, Illinois, now near- 
ing completion, was made necessary by inadequate 
living quarters for nurses and woman employees. 
The discontinuing of the preventorium for chil- 
dren at the Sanitarium has increased the bed ca- 
pacity for adult patients. The waiting list has 
been abolished and patients are admitted imme- 
diately after application and lose no time until 
their treatment is started. It has been found that 
the institutionalization of children is not neces- 
sary for prevention of tuberculosis. Under proper 
supervision children may be cared for in the 


home. P 
<<. 


Indianapolis, Indiana—Contracts have been let 
for construction of the new wing at the Julietta 
unit of the Marion County Infirmary, Indianapo- 
lis, Indiana. The addition will cost $300,000, part 
of which will be provided by WPA funds. 

siselaiininid 

Clarinda, Iowa—On a bid of $98,500 the general 
contract for construction of a dining room and 
kitchen at the Clarinda State Hospital, Clarinda, 
Iowa, was awarded to C. C. Larson and Sons, 
Council Bluffs, Iowa. 
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LIFE BEGINS AT BIRTH! 


It’s up to the hospitals to let that life get off to a good 
start by providing the best equipment for delivery. Our 
illustration shows an unsurpassed combination— 


THE CINCINNATI GSSTETRISas BED 
an 
THE INHELDER OPERATING LIGHT 


Write to us for complete information. 


SURGICAL 29-31 W.6th St. 
EQUIPMENT W OCHER ’'S cincinnati 
THE MAX WOCHER & SON CO, 

















Hazelwood, Kentucky—The dedication service 
of the new three-story brick hospital building of 
the State Tuberculosis Sanatorium at Hazelwood, 
Kentucky, was conducted by Edwin F. Franz, ex- 
alted ruler of the Louisville Lodge of Elks. The 
Elks sponsored the movement for the Federal 
grant which made possible the erection of the 
hospital. They were instrumental in obtaining a 
$50,000 maintenance appropriation from the State 
and they provided equipment necessary for open- 
ing the building. 


niieantiaiininiihatids 
La Grange, Kentucky—Bids have been received 
for the erection of a hospital at the new State 
Prison Farm near La Grange, Kentucky. 
SE 
Plaquemine, Louisiana—A woman’s auxiliary 
to the Iberville Parish Medical Society was formed 
by wives of the members to assist in the move for 
a new hospital in Iberville Parish, Louisiana. Mrs. 
R. J. Spedale of Plaquemine was chosen president 
of the new organization. 
) SRE 
Milford, Massachusetts—A fire swept through 
a three-story wooden structure and threatened 
other large buildings at the Milford Town Infir- 
mary, Milford, Massachusetts. The loss was esti- 
mated at $75,000. A series of spectacular rescues, 
in which employees and passersby figured, saved 
the forty inmates of the building. Not a single 
injury was reported. 
ee Ne 
Battle Creek, Michigan—Contracts totaling 
$64,000 for miscellaneous equipment to complete 
the interior of the new Community Hospital build- 
ing in Battle Creek, Michigan were awarded re- 
cently. Equipment was purchased with money 
from a $100,000 PWA loan granted the Commu- 
nity Hospital Association by the federal govern- 


ment. 
——_—_-___. 


Battle Creek, Michigan—Books on hospital lab- 
oratory technique have been placed by the W. K. 
Kellogg Foundation in hospitals in five of the 
seven counties included in the Foundation’s Mich- 
igan community health project. 

sieiiltiiidiginn 

Detroit, Michigan—With the approval of the 
Common Council the new hospital to relieve 
crowded conditions in the psychopathic ward at 
Receiving Hospital, Detroit, Michigan, seems as- 
sured. 

ae ae 


Kalamazoo, Michigan—An Emerson respirator, 
or “Iron Lung,” has been presented to the Borgess 
Hospital, Kalamazoo, Michigan. The respirator, 
the first to be installed in a Kalamazoo hospital, 


is a gift of the Kalamazoo foundation. 
_—_j——__.. 


Jackson, Mississippi—Plans for adding two new 
wings to the Mississippi State Charity Hospital 
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at Jackson, Mississippi are being favorably con- 
sidered by the Senate committee. The new units 
would provide room and facilities for treatment 
of contagious diseases and for treatment and care 


of incurables. 
—————__»>—_—_ 


Columbia, Missouri—Plans for the new State 
Cancer Hospital to be built at Columbia, Missouri, 
have been submitted to the Cancer Commission 
by Jamieson & Spearl, St. Louis architects. The 
hospital, which is scheduled for completion next 
year, will be a seven-story structure with accom- 
modations for 90 bed patients in four-bed, two- 
bed, and single rooms. All bedrooms will face the 
south and all but twelve will have immediate ac- 
cess to sun balconies. The hospital will be built 
on a 40-acre site on United States Highway 40. 
The grounds will be landscaped to give patients 
the opportunity for exercise without being con- 
spicuous to passersby. The State Legislature ap- 
propriated $500,000 to build the State Cancer 
Hospital and $100,000 for operating expenses for 
one year. 

iia tai ati 

Higginsville, Missouri—A campaign sponsored 
by the mayor and leaders of the Lions Club of 
Higginsville, Missouri, to raise funds for the bene- 
fit of the Children’s Mercy Hospital of Kansas 
City, Missouri, has been conducted by residents 
of Higginsville, Missouri. The drive was in ap- 
preciation of the many Higginsville children given 


free treatment at the hospital each year. 
—————_>—_—_. 


Kansas City, Missouri—Two stories will be add- 
ed to the Hixon laboratory building, one of the 
University of Kansas hospital units. 

aeniillibtiiaies 

Glens Falls, New York—Work on the addition 
to Glens Falls Hospital, Glens Falls, New York, is 
progressing rapidly, contractors are planning to 
have the new building ready for occupancy early 
in July. Besides increasing the bed capacity of 
the hospital to 150 beds the new section will pro- 
vide better operating room facilities, more sun 
porches, and more space for preparation of food 
and storage of supplies and equipment. The Glens 
Falls Times gives an interesting description of 
the view which will greet the eyes of convalescing 
patients from the sun roof. “Far to the west 
stretches the West Mountain range. They will 
see the winding Hudson, the falls and bridge, and 
South Glens Falls. On clear days to the east the 
White Mountains are visible.” 

PN ETE 

Port Chester, New York—The Lions Club of 
Mamaroneck, New York, are sponsoring a drive 
for good will contributions to help pay the operat- 
ing deficit faced by the United Hospital of Port 
Chester, New York. About 700 Mamaroneck pa- 
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HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP 
1937-38 


American Hospital Supply Corp. 
American Laundry Machinery Co. 


Angelica Jacket Co. 

James L. Angle Company 
Applegate Chemical Co. 
Armstrong Cork Products Co. 
H. W. Baker Linen Co. 
Bard-Parker Co., Inc. 

Becton, Dickinson & Co. 


Bruck’s Nurses Outfitting Co., Inc. 


The Burrows Company 
Carolina Absorbent Cotton Co. 
Wilmot Castle Company 
Clark Linen Co. 
Clay-Adams Company, Inc. 
Warren E. Collins, Inc. 
Crane Company 

Cutter Laboratories 

F. A. Davis Co. 

Davis & Geck, Inc. 

J. A. Deknatel & Son, ‘Inc. 


Chicago, Ill. 
Cincinnati, Ohio 
St. Louis, Mo. 
Ludington, Mich. 
Chicago, Ill. 
Lancaster, Pa, 
New York City 
Danbury, Conn. 
Rutherford, N. J. 
New York City 
Chicago, Ill. 
Charlotte, N. C. 
Rochester, N. Y. 
Chicago, Ill. 
New York City 
Boston, Mass. 
Chicago, Ill. 
Berkeley, Calif. 
Philadelphia, Pa. 
Brooklyn, N. Y. 


Queens Village, L. I., New York 


DePuy Manufacturing Co. 
Eisele & Company 

Faichney Instrument Corp. 
Faultless Caster Co. 

Finnell System, Inc. 

J. B. Ford Sales Co. 

General Electric X-Ray Corp. 
General Foods Sales Co., Inc. 
Glasco Products Co. 

Frank A. Hall & Son 
Heidbrink Co. 

Hilker & Bletsch Co. 
Hill-Rom Co., Inc. 

Hobart Mfg. Co. 

Hospital Equipment Corp. 
Hospital Management 
Hospital Supply Co. 

Hospital Topics & Buyer 
Huntington Laboratories, Inc. 
International Nickel Co., Inc. 
Jamieson, Inc. 

Jarvis & Jarvis, Inc. 

Johnson & Johnson 

H. L. Judd Co,, Inc. 
Kelley-Koett Mfg. Co. 
Kenwood Mills 

Kent Company, Inc. 

Samuel Lewis Co., Inc. 
Lewis Manufacturing Co. 
Marvin-Neitzel Corp. 
Massillon Rubber Co. 
Meinecke & Co. 

The Mennen Company 
Midland Chemical Laboratories, 


Modern Hospital Publishing Co. 


Morris Supply Co. 

National Lead Co. 

Parke Davis & Co. 
Physicians’ Record Co, 
Puritan Compressed Gas Corp. 
Rhoads & Company 

Rolscreen Co. 

Will Ross, Inc. 

W. B. Saunders Co. 

Savory Appliance, Inc. 
Scanlan-Morris Co. 

F. O. Schoedinger 

Schwartz Sectional System 
Ad. Seidel & Sons 

John Sexton & Co. 

Sharp & Smith 

The Simmons Co, 
Snow-White Garment Mfg. Co. 
Spring Air 

Standard Apparel Co. 
Standard Electric Time Co. 
Standard Gas Equipment 
Standard Sanitary Mfg. Co. 
Stanley Supply Co. 

Sterisol Ampoule Corp. 
Thorner Brothers 

Troy Laundry Machinery Corp. 
Union Carbide Co. 


Warsaw, Ind. 
Nashville, Tenn. 
Watertown, N. Y. 
Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 
Chicago, Ill. 
New York City 
Chicago, IIl. 
New York City 
Minneapolis, Minn. 
St. Louis, Mo. 
Batesville, Ind. 
Troy, Ohio 

New York City 
Chicago, IIl. 
New York City 
Chicago, Ill. 
Huntington, Ind. 
New York City 
Chicago, Ill. 
Palmer, Mass. 
New Brunswick, N. J. 
New York City 
Covington, Ky. 
Albany, N. Y. 
Rome, N. Y. 
New York City 
Walpole, Mass. 
Troy, N. Y. 
Massillon, Ohio 
New York City 
Newark, N. J. 
Inc. Dubuque, Iowa 
Chicago, IIl. 
New York City 
New York City 
Detroit, Mich. 
Chicago, Ill. 
Kansas City; Mo. 
Philadelphia, Pa. 
Pella, Iowa 
Milwaukee, Wis. 
Philadelphia, Pa. 
Newark, N. J. 
Madison, Wis. 
Columbus, Ohio 
Indianapolis, Ind. 
Chicago, Il. 
Chicago, Ill. 

St. Louis, Mo. 
Chicago, Ill. 
Milwaukee, Wis. 
Holland, Mich. 
Clevelnad, Ohio 
Springfield, Mass. 
New York City 
Pittsburgh, Pa. 
New York City 


Long Island City, N. Y. 


New York City 
New York City 
New York City 


United States Hoffman Machinery Corp., New York City 


Vestal Chemical Laboratories, Inc. 


Vitamin Products Co. 

C. D. Williams & Co. 
Williams-Pivot Sash Co. 
Wilson Rubber Co. 
Zimmer Manufacturing Co. 
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St. Louis, Mo. 
Milwuakee, Wis. 
Philadelphia, Pa. 

Cleveland, Ohio 

Canton, Ohio 
Warsaw, Ind. 
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THE STIMULUS TO 
PROGRESS 


Hospital Exhibitors’ Association provides a constant stim- 
ulus to progress in the improvement of hospital products 
and methods. Because it comprises the character of con- 
cerns who yearly spend millions of dollars in a never- 


ceasing striving toward new knowledge, greater perfection. 


From the research activities of its members have come 
many of the great developments of this modern era. From 
it will come many more in the future. Products and serv- 
ice will continue to improve in order that you, the hos- 


pital, may better, more economically serve mankind. 


Progressiveness needs encouragement—Give it to these 
companies as unselfishly as they give of their resources, 


brains and energies for the common good of all. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 
Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 
ASSOCIATION 
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The mother's lock unlocks the baby's, and vice versa—and no 
other combination will work. 


Play safe with your patients! 


Mixups are impossible when you use Ranson’s 
Interlocking Marking System—now available 
to all institutions. Every mother knows she 
has her own baby. 


Ranson’s is fool-proof and infallible. It is ap- 
plied in Delivery Room and eliminates all 
chances of error. It is more than a tag—it 


identifies Mother and Baby. 


Forget your worries, inspire confidence in 
Mothers, safeguard your institution and _ in- 
crease the hospitalization of obstetrical cases 
with the new Ranson System. 


Send NOW for details. No obligation. 
& 


RANSON INTERLOCKING MARKING SYSTEM 
7909 Euclid Ave. Dept. H58 Cleveland, Ohio 























tients were treated at United Hospital in 1937 


. and over 1500 from Mamaroneck attended the dis- 


pensary. 
—_—___—_—. 

Bottineau, North Dakota—A three-story nurses’ 
home costing approximately $70,000 will be erect- 
ed at the Bottineau Hospital, Bottineau, North 
Dakota. 


sie ats 

Bowbells, North Dakota — A hospital was 
opened recently at Bowbells, North Dakota 
through the help and cooperation of the Good 
Samaritan organization and the Bowbells Civic 
Club. 


diciddeitilinlbetinsae 

Oxford, North Carolina—The new 45-bed hos- 
pital which has just been completed at Oxford, 
North Carolina, will be called the Granville Hos- 
pital and will be used in place of the Brantwood 
Hospital. The transfer of patients from Brant- 
wood Hospital to Granville Hospital was made 
late in March. 

scucltiintaninaas 

Cincinnati, Ohio—The proposed WPA project 
for rehabilitation of the Cincinnati General Hos- 
pital buildings is being considered by the Council 
Finance Committee of Cincinnati, Ohio. The Fed- 
eral grant to finance the project would be approx- 
imately $129,000 and the city’s share of the cost 
would be $56,000. 


\eicaatihieiaini 
Cleveland, Ohio—Bids have been received on 
the three-story addition to Grace Hospital, Cleve- 
land, Ohio. Alterations to the present building 
are included in the plans. 
abiiadiieninsian 
Lodi, Ohio—A $10,000 annex to Lodi Hospital, 
Lodi, Ohio, was opened for public inspection re- 
cently. The new section will provide space for 
eight new rooms for patients, a new diet kitchen, 
and a work room. 
‘elstssivililinbetidiiale 
Norwalk, Ohio—The Memorial Hospital, Nor- 
walk, Ohio, has received a bequest of $10,000 in 
the will of the late Charles A. Paul, Norwalk 
financier and philanthropist. 
a 
Toledo, Ohio—The Toledo Hospital, Toledo, 
Ohio, will receive the bulk of the estate of the 
late Frank Collins, executive vice president of 
the National Supply Co. The widow receives 
$50,000 a year from a trust fund which reverts 
to the hospital upon her death. The estate is 
estimated at $2,000,000. 
ecinailitaiditnin 
McAlester, Oklahoma—Ground-breaking cere- 
monies were held April 8, for the new charity 
hospital to be erected on state property near Mc- 
Alester, Oklahoma. Governor Marland made the 
principal address. Plans call for a two-story 
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POSITIONS OPEN—(Continued) 





maintenance. (h) Nursing arts; 50 students; Massa- 
chusetts. (i) Science; duties include assisting in plan- 
ning of educational program, fairly large hospital; New 
England, $135, maintenance. (j) Science; one of Penn- 
sylvania’s leading hospitals; $125, maintenance. (k) Prac- 
tical; large municipal hospital; midwest; $125, mainte- 
nance. (1) Science; 75 students; northern California; 
(m) Practical; 75 students; Northwest. (n) Practical; 
130 students; fine well-equipped hospital; modern and at- 
tractive nurses’ home; Michigan. (0) Practical; small 
hospital; duties include those of assistant director of 
nurses; Carolina. No. 285, Medical Bureau, Pittsfield 
Building, Chicago. 


EDUCATIONAL DIRECTOR—Large teaching hospital; 200 
students; master’s degree in nursing education desirable. 
No. 286, Medical Bureau, Pittsfield Building, Chicago. 


GENERAL DUTY NURSES—(a) University hospital; 8-hour 
day; 6-day week; opportunity for attending classes; East. 
(b) Tuberculosis division, large municipal hospital; 40% 
hour week; $90, complete maintenance. (c) In surgery; 
graduate training desirable; $75, maintenance; fairly 
large hospital; Wisconsin. (d) General hospital averag- 
ing 100 patients; Texas; $75, maintenance. (g) One of 
California’s leading hospitals; 8-hour day; 6-day week; 
$70, maintenance. No. 287, Medical Bureau, Pittsfield 
Building, Chicago. . 


ANAESTHETISTS—(a) Midwestern hospital, 250 beds, em- 
ploying three full-time anaesthetists. (b) General hos- 
pital averaging 115 patients; New England; $125, main- 
tenance. (c) Anaesthetist qualified to assist in x-ray; 
small hospital employing two anaesthetists; $100, main- 
tenance; early increase; East. (d) Anaesthetist esnecially 
trained for obstetricai work; 200-bed hospital; Midwest; 
$110, maintenance. (e) Anaesthetist willing to help with 
records; small hospital; Pennsylvania. No. 288, Medical 
Bureau, Pittsfield Building, Chicago. 


RECORD LIBRARIANS—(a) Fairly large hospital; Arizona. 
(b) Must be qualified to take complete charge of record 
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room of one of New York’s leading hospitals. No. 289, 
The Medical Bureau, Pittsfield Building, Chicago. 


DIETITIANS—(a) To take complete charge dietary depart- 
ment, southern hospital; several years’ experience re- 
quired. (b) Assistant dietitian; fairly large teaching hos- 
pital; midwest. No. 290, Medical Bureau, Pittsfield 
Building, Chicago. 


X-RAY AND LABORATORY TECHNICIANS — (a) Small 
hospital; Southwest. (b) Medium-sized hospital; Florida. 
(c) Office appointment; Texas. (d) Registered; experi- 
ence in tissues required; small hospital; Midwest. (e) 
Preference to one qualified in secretarial work; office of 
one of Chicago’s leading specialists. No. 291, Medical 
Bureau, Pittsfield Building, Chicago. 


NURSE-TECHNICIANS—(a) Graduate nurse qualified in x- 
ray and laboratory work; small hospital; Gulf Coast. (b) 
Graduate nurse qualified in x-ray; small new hospital 
supported by Anglo-American families in one of Islands; 
new equipment; $90, complete maintenance, including 
travel allowance. (c) Graduate nurse qualified in x-ray 
and laboratory work; office appointments; suburb mid- 
west metropolis. (d) Graduate nurse well-qualified in 
laboratory technique; foreign appointment; $160, room, 
transportation. No. 292, Medical Bureau, Pittsfield Build- 
ing, Chicago. ’ 


PHYSIOTHERAPISTS — (a) Physiotherapist well-trained 
massage; office appointment; midwest metropolis. (b) 
Assistant physiotherapist; new department; 300-bed hos- 
pital; midwest. (c) Physiotherapist to head department, 
one of California’s leading hospitals; $95, maintenance. 
(d) Assistant physiotherapist; university hospital; $90, 
maintenance. No. 293, Medical Bureau, Pittsfield Build- 
ing, Chicago. 

OCCUPATIONAL THERAPIST—Must be well-trained in de- 
sign and crafts; group of hospitals; East. No. 294, Medical 
Bureau, Pittsfield Building, Chicago. 








brick building with facilities to care for 90 pa- 
tients. The hospital will not be connected with 
the state penitentiary in any way. 
scseiaipatatiaibidis 
Beaver Falls, Pennsylvania—Rapid progress is 
being made on the improvements at Providence 
Hospital, Beaver Falls, Pennsylvania. The new 
addition to the hospital will be ready for occu- 
pancy this spring. 
saiadaiaiiaialiaiati 
Butler, Pennsylvania—Bids have been received 
for construction work at the Scranton State Hos- 
pital and Western Pennsylvania Sanatorium at 


Butler, Pennsylvania. 
—_——.————— 


Harrisburg, Pennsylvania — Plans for the 
founding of two memorial libraries, one at the 
Harrisburg Hospital and one at the Harrisburg 
Polyclinic Hospital, were discussed at the meeting 
of the Business and Professional Woman’s Club 
of Harrisburg, Pennsylvania. The libraries will 
be dedicated to the children of the hospitals in 
honor of two former members of the club, Flo 
Heller and Ella Laing. 


tO 

Mont Alto, Pennsylvania—Work has been start- 
ed on the $4,760,000 rebuilding project at Mont 
Alto Sanatorium, Mont Alto, Pennsylvania. The 
project is part of the General State Authority’s 
$65,000,000 institutional construction program. 
When the present project is completed Mont Alto, 
the oldest of the State’s sanatoria, will be com- 
pletely rebuilt. All old buildings will be replaced 
by modern fireproof structures. 


May, 1938 


Columbia, South Carolina—Work on the new 
Providence Hospital at Columbia, South Caro- 
lina, is progressing rapidly. It is expected that 
the main building will be ready for occupancy the 
first part of May. The hospital will have accom- 
modations for 100 patients. It will have three 
operating rooms, x-ray and special clinic facili- 
ties, two delivery rooms, and a children’s ward. 


<dinamidiiaeades 

Bennington, Vermont—In the will of Henry 
Ware Putnam, hardware specialist, who died at 
Miami Beach, Florida, on March 30, the sum of 
$3,000,000 was bequeathed to the Henry W. Put- 
nam Memorial Hospital at Bennington, Vermont, 
which was founded by Mr. Putnam’s father in 
1912. 


ee 

Elkhorn, Wisconsin — Contracts have been 
awarded for the construction of the new four- 
story Walworth County Hospital at Elkhorn, Wis- 
consin. The new structure will increase the bed 
capacity from 40 to 76 beds. The rooms desig- 
nated as single rooms, are the same size as 2-bed 
rooms so in the event the hospital becomes crowd- 
ed the bed capacity can be increased to 100 beds. 


Gilliam S. Duncan 

William S. Duncan, superintendent of the Del- 
ray General Hospital, Detroit, Michigan, for the 
past nine years, died suddenly from a heart at- 
tack April 3, while assisting at services at St. 
Andrew’s Episcopal Church in Algonac, Michi- 
gan, where he was visiting his daughter. Mr.’ 
Duncan had been in poor health about a week. 
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